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IN ARTHRITIS 
three jumps ahead... 


MASSIVE DOSAGE massive | 
salicylate 
dosage 


To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 

*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 
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Sodium Salicylate 5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel 
dried 2 er. (0.12 Gm.) 
Calcium Ascorbate 1 gr. (60 mg.) 


BRISTOL, TENN. 


(equivalent to 50 mg. Ascorbic 
Acid) 
Calcium Carbonate 1 gr. (60 mg.) 
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diuretic 


ACETAZOLEAMIDE LEDERLE 


*Reg. U.S. Pat. Off. 


D1amox offers new convenience for the 
patient. It is an oral diuretic that may be 
prescribed for regular use at home. Taken 
in the morning, DiAMox produces prompt 
diuresis for six to twelve hours, permitting 
uninterrupted sleep at night. 


DIAMOx is not a mercurial or xanthine 
derivative. A new and remarkably safe 
product, it produces no undesirable changes 
in the electrolytic balance of the body 
fluids. It produces diuresis by inhibiting 
the enzyme carbonic anhydrase. It is 
then excreted, quantitatively and unchanged, 
in the urine. 


Available in scored tablets (250 mg.) 


Dosage: 1 to 1% tablets each morning, 
according to weight. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK 
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Here is the 
Clinically Tested 
Balanced Formula 
for Each 
Miudrane Tablet 


Aminophylline 130 mg. (2 gr.) 
Ephedrine HCI . 16 mg. (% gr.) 
Phenobarbital . 21 mg. (% gr.) 


Warning: May be habit-forming 
Potassium lodide 195 mg. (3 gr.) 


Scored tablets in bottles 
of 36 and 100. 


Effective Dosage 


ADULT: One tablet of Midrane, 
with full glass of water, 3 or 4 
times daily. 


CHILDREN: 12 tablet. 


A Few Precautions 
Midrane should be used cautiously 
in vascular, heart or thyroid disease. 
It should not be used in tuberculosis. 


improved 
treatment of 
bronchial asthma 
with 


Ze a standard formula plus KI 


Many investigators!:». have reported on the 
value and importance of potassium iodide in re- 
lieving the distress of bronchial asthma by 
liquefying and promoting expectoration of the 
viscid mucus plugs that block the air passages. 
Now KI has been incorporated with a standard 
formula in the treatment of bronchial asthma to 
give you Mudrane. 


Send For Trial Supply 
of Mudrane and Note These Effects 


Miuidrane dilates the bronchioles with amino- 
phylline and ephedrine.!: 2.3.4 Mudrane liquefies 
mucus plugs with potassium 
Mddrane calms the patient with a slight excess of 
phenobarbital.?: + 
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Fig. 3, Case 103 before therapy. 


healed 
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Fig. 6, Case 103 after 4 months PRANTAL therapy. 
* Heineken, T. S.: Rev. Gastroenterol. 20:829, 1953. 
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Film Sealed 


RYTHROCIN Stearate 


TRADE MARK 


(Erythromycin stearate, Abbott) 


NOW ... FASTER DRUG ABSORPTION 


e New ERYTHROCIN Stearate tablets provide excellent drug 
protection from gastric secretions with the new Film Seal* 
marketed only by Abbott—plus a special buffer system. Result: 
Because the need for an enteric coating is eliminated, the drug is 
more rapidly absorbed. 


NOW ... EARLIER BLOOD LEVELS 


Because of the swift absorption, high blood concentrations of 
ERYTHROCIN are reached within 2 hours. (Enteric-coated 
erythromycin affords little or no blood level at 2 hours.) Peak 

level is reached at 4 hours, with significant concentrations for 8 hours. 


LOW TOXICITY 


ERYTHROCIN is less likely to alter normal intestinal flora than most 
other widely-used antibiotics. Gastrointestinal disturbances are rare, 
with no serious side effects reported. 


EFFECTIVE AGAINST RESISTANT COCCI 


ERYTHROCIN Stearate is highly effective against coccal infections. 

Especially recommended when the infecting organism is 

staphylococcus—because of the high incidence of staphylococci 

resistant to penicillin and other antibiotics. Advantageous, 

too, when patients are allergically sensitive to other antibiotics. 
ERYTHROCIN Stearate (100 and 200 mg.) comes 

in bottles of 25 and 100 Film Sealed tablets. Abbott 


*patent applied for 


FOR CHILDREN: 


Pediatric ERYTHROCIN Stearate Oral Suspension. 
Tasty, stable, ready-mixed. 
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building nutritional health 


Established beyond doubtis the clini; 
cal fact that minerals are as nutri- 
tionally essential as vitamins ... that 
mineralsand vitamins are interrelated 
in maintaining numerous vital phys- 
jologic functions...and that deficien- 
__ cies of both occur together. a 
VI-SYNERAL is based on the original 
- concepts of Dr. Casimir Funk assert- 
ing the nutritional interrelationship of 
_ vitamins and minerals. Available in 
separately balanced formulas foreach 
of 5 main groups: ADULTS - INFANTS 
and CHILDREN +» ADOLESCENTS 
GRAVID (expectant and nursing 
mothers) SPECIAL GROUP 


VITAMIN-MINERAL 


VITAMINS MINERALS VITAMINS 


MINERALS. VITAMINS MINER/ 


VITAMINS MINERALS 
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PHOTOGRAPH BY RUZZ!I GREEN 


When they won’t wear shoes, they may need 


CRYSTOIDS. 


ANTHELMINTIC 


Hookworms can usually be eradicated by a single effectively treated by Crystoips. Prolonged dosage 
dose of Crystorps. Roundworms, too, are con- is not required. Toxic reactions are rare. 

trolled. When both occur, the first treatment removes Quick Information: CrysTorps are supplied in pills 
practically all the roundworms, and approximately of two strengths: 0.1 Gm. and 0.2-Gm. ‘Caprokol’ 
70 per cent of the hookworms. hexylresorcinol. Administration and dosage are in- 
Pinworms, whipworms and tapeworms are also _ cluded on the label. 
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The small total dose re- 
quired affords economy and 
virtual freedom from side 
actions. 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
A DIVISION OF ARMOUR AND COMPANY 


DABLE 


HP*ACTHAR Gel, subcutaneously or intramus- 
cularly brings fast, dependable relief in ano-° 
genital pruritus and other itching dermatoses. 
HP*ACTHAR Gel does not provoke sensitivity 
reactions, as do so many “sedative drugs” or 
“antipruritic ointments”. 

Three patients with intractable anogenital 
pruritus who were completely relieved by ACTH 
therapy have been reported in a recent article.t 
In other instances, HP*ACTHAR Gel provides 
needed relief until specific, time-consuming 
measures can exert control. 


fFromer, J. L., and Cormia, F. E.: J. Invest. Dermat. 18: 
1, 1952. 
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Senile vaginal epithelium is low in glycogen, low in acid 
and (inset) low in protective Déderlein bacilli, encourag- 


ing growth of pathogenic organisms. 
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afin: 


Normal vaginal epithelium is high in glycogen, is defi- 
nitely acid and (inset) contains adequate Ddéderlein 
bacilli to combat pathogenic organisms. 


Restoring the Normal Acid Barrier to 
Trichomonal Vaginal Infection 


To discourage multiplication of trichomonads and to 


encourage physiologic protective mechanisms, a comprehensive 


therapeutic regimen with Floraquin® is instituted. 


"Tes normal vagina, by reason of its acid reaction, 
is provided with a natural barrier against patho- 
genic microorganisms which require an alkaline 
medium. When the “acid barrier’ is removed, a 
hypo-acid state results and growth of the pro- 
tective, physiologic and nonpathogenic Déderlein 
bacilli is inhibited—to be replaced by such patho- 
genic organisms as the trichomonad, streptococ- 
cus, staphylococcus, colon bacillus and Monilia 
candida. 

As infection develops, the epithelial cell layers, 
which normally number between forty-five and 


fifty-five, may decrease to as few as fifteen to 
twelve layers or may disappear entirely. With this 
loss of glycogen-bearing cell layers, the available 
carbohydrate released by physiologic desquama- 
tion into the vaginal secretion and ultimately con- 
verted into lactic acid is proportionately decreased. 

Floraquin not only provides an effective tricho- 
monacide (Diodoquin®), destructive to pathogenic 
organisms, but furnishes sugar and boric acid for 
reestablishment of the normal vaginal acidity and 
regrowth of the normal protective flora. G. D. 
Searle & Co., Research in the Service of Medicine. 
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“Yessir, ’m doin’ better work 
right now than I did 20 years ago!” 


Lederle’s complete geriatric line provides the vitamin and mineral 
supplements often needed for greater activity and happiness in 
the later years. GEVRAL provides 13 vitamins and 12 minerals in 
convenient capsule form. GEVRABON* Geriatric Vitamin-Mineral 
Supplement is a pleasant-tasting and wine-flavored liquid. 


May 1054 


Geriatric Vitamin-Mineral 
Supplement Lederle 


* Reg. U.S. Pat. Of. 


Lederle 


LEDERLE LABORATORIES DIVISION 4M@ER/CAV LOMPANY PEARL RIVER, NEW YORK 
EACH CAPSULE CONTAI 1.0 mg. Phosphorus (CaH POs) (14.6% MDR) 
Vitamin A (acetate) 5000 U.S. nits Pyridoxine Hydrochloride (Be) 0.5 meg, Boron (N azB4O7- 10H20 0.1 meg. 
, (255, MDR) Ca Pantothenate 5.0 mg, Copper (CuQ)°*. 1.0 mg. 
itamin D (viosterol) 500 U.S.P. Bere MDI Choline Dihydrogen Citrate ** 100.0 meg. 0.1 mz. 
as present in concentrated extractives from (C) 50.0 ms. Potassium (K: 2804) 5.0 me. 
ritteptomyces fermentation E (Tocophery! acetates) Zine (ZnO) * 0.5 mg. 
q 
(300° MDR) _ Iron (FeSO4) 10.0 mg. (100° ¢ MDR) *°*The need tor these substances in human nutri- 


Riboflavin (Bz). 
Niacinamide. . 


....5.0 mg. (250% MDR) lodine (KI 0.5 mg. (500° MDR) tion has not been establish 
bias 15.0 mg. Calcium (CaHPOs,).....145.0 mg. (19% MDR) MDR—Minimum daily requirements for adults. 
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With so many antibacterial drugs to 
choose from, you may wonder which one 

to prescribe. We believe you'll agree 
that most of them are rather good. 

Still, we hope you'll try Gantrisin 
*Roche'...because this single sulfona- 
mide is soluble in both acid and alka- 
line urine...because it has a wide anti- 
bacterial spectrum...an impressive clini- 
cal background...and, above all, because 


it's so well tolerated by most patients. 


Gantrisin®-- brand of sulfisoxazole 
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coverage in mixed infections 


BICcILLIN-SULFAS promotes potent antibacterial action against a 
wide range of gram-negative and gram-positive organisms. Pro- 
vides prolonged penicillin and high sulfonamide blood levels for 
additive therapeutic effect.' 


BICILLIN-SULFAS combines BICILLIN, the outstanding, long- 
acting penicillin, and SULFOSE”, the triple-sulfonamide mixture 
affording maximal therapeutic activity with low renal risk.” 


For broader antibacterial coverage . . . minimal risk of toxicity 


BICILLIN-SULFAS 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) and Triple Sulfonamides 


Supplied: Suspension: Bottles of 3 fluidounces 
Tablets: Bottles of 36 


Each teaspoonful (5 cc.) of Suspension and each Tablet contains 150,000 
units BICILLIN and 0.167 Gm. each of sulfadiazine, sulfamerazine 
and sulfamethazine. 


1. Kolmer, J. A., and Rule, A. M.: Am. J. Med. Sc. 215:136-148 (Feb.) 1948 
2. Lehr, D.: Antibiot. & Chem. 3:89 (Jan.) 1953 
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the realization of a hope... 


. . « for a satisfactory preparation in the management of hypercholesteremia 


Typical Response of a Hypercholesteremic Patient to 20 cc. of MONICHOL* Daily in Divided Doses** 

MONICHOL STARTED MEDICATION STOPPED MEDICATION RE-STARTED 


Serum 
Cholesterol 
mg per 100 mi. 


Urine 
Cholesterol 
mg per 24 hrs. 


Urine 
Formaldehydo- 
genic 
Steroids Gamma 


per 24 hours 1 2 3 4 5 6 7 8 § 0 WW 12 13 4 15 16 17 
WEEKS OF OBSERVATION 


The above graph demonstrates the effectiveness of MONICHOL in enhancing 
the stability of the serum lipid emulsion by: 4 normalizing elevated serum choles- 
terol levels, @ changing the character of the excess serum cholesterol to facilitate 
urinary excretion, and ® making the excess serum cholesterol more readily available 
for utilization by the adrenal cortex in steroid synthesis.** 


The sense of well-being experienced by patients on MONICHOL is attributed by 
the investigators** to better utilization of excess serum cholesterol by the adrenal 


cortex. MONICHOL is entirely non-toxic. 
The red portion of the graph shows that uninterrupted daily intake of MONICHOL is 


essential, because hypercholesteremia is probably due to an inborn error of metabolism. 
Indications: For the therapeutic and prophylactic management of hypercholesteremia so frequently associated 
with cardiovascular disease and diabetes. 

Formula: Each teaspoonful (5 cc.) contains: | Minimum Dosage: Two teaspoonsful twice daily after meals. 
Polysorbate 80 500 mg. 


Choline Dihydrogen Citrate - 500 mg. Supplied: Bottles of 12 oz. 

Inositol 250 mg. _Literature on request 

**Sherber, D. A., and Levites, M. M.: Hypercholesteremia. Effect on Cholesterol Metabolism of a Polysorbate 80-Choline-Inositol 
Complex (MONICHOL) J.A.M.A. 152:682 (June 20) 1953. *Trademark 


IVES-CAMERON COMPANY, INC., 22 East 40th Street, New York 16, N.Y. 
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CAPSULES: 250 mg., 100 mg., 50 mg. 


TABLETS: 250 mg., 100 mg., 50 mg. 


ORAL SUSPENSION: Cherry flavor. 
250 mg. per 5 cc. teaspoonful 


SPERSOIDS*: 50 mg., per teaspoonful (3.0 Gm.) 
Dispersibie Powder 
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INTRAVENOUS: 500 mg., 250 mg., 100 mg. 


Tetracycline HCI Lederle 


Ss: ACHROMYCIN, the new broad-spectrum antibiotic, is now 

available in a wide range of forms for oral and parenteral use 
in children and adults. New forms are being prepared as 
rapidly as research permits. 


ACHROMYCIN is definitely less irritating to the gastrointestinal 
tract. It is more rapidly diffusible in body tissues and fluids. 
It maintains effective potency for a full 24-hours in solution. 


ACHROMYCIN has proved effective against beta hemolytic 
streptococcic infections, E. coli, meningococci, staphylococci, 
pneumococci and gonococci, acute bronchitis, bronchiolitis, 
pertussis and the atypical pneumonias, as well as virus-like 
PEDIATRIC DROPS: Cherry flavor. and mixed organisms. 
Approx. 25 mg. per 5 drops. 
Graduated dropper. 


LEDERLE LABORATORIES DIVISION american Cyanamid company PEARL RIVER, N.Y. “REG. U.S. PAT. OFF. 
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A 


ONLY gentian violet treatment you can prescribe 
7G 


? 
for 


estwood 
harmaceuticals + 468 Dewitt Street, Buffalo 13, N.Y. 


DIVISION OF FOSTER-MILBURN CO. 


In Single-Dose Applicators 


antibiotic moniliasis’ 


diabetic vulvitis” 


vaginal thrush° 


pregnancy moniliasis 


93% Clinically 


at 
effect ive in the most resistant 


cases during the last trimester of pregnancy 


1. Editorial: J.A.M.A. 149:763 (June 21) 1952. 
2. Bernstine, J.B. and Rakoff, A.D. “Vaginal Infections, 
Infestations, and Discharges,” the Blakiston Co., Inc. 
1953, p. 271. 3. Combined Textbook of Obstetrics and 
Gynecology, Edited “4 Dugald Baird, 5th Ed., E. & S. 


Livingstone Ltd., 195 


4. Waters, E.G. and Wager, H.P.. 


American Jour. of Obstetrics & Gynecology, 60:885, 1950. 


AVAILABILITY: 


fel \2 single-dose plastic 
disposable applicators on prescription only. 


SAMPLES ON REQUEST 
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WHY COURT 
INSOMNIA...JITTERINESS... 
CARDIAC POUNDING? 


@ The tranquilizing action of 
Rauwiloid largely prevents over- 
stimulation, virtually eliminates 
jitteriness, 


@ The mild sedative action of 
Rauwiloid prevents excitation— 
the patient enjoys restful sleep. 


@ The gently bradycrotic action 
of Rauwiloid usually prevents 
palpitation—avoids the cardiac 
pounding so frightening to the 
patient. 


AUWIDRINE presents a new experience in 
mood elevation. The combined central 
' effects of rauwolfia and amphetamine 
b solve the problem so frequently encoun- 
tered in mood amelioration therapy— 
largely eliminate the amphetamine side actions which 
so often prove intolerable for the patient. 


Rauwidrine combines—in one slow-dissolving tablet 
—1 mg. of Rauwiloid (the alseroxylon fraction of rau- 
wolfia) and 5 mg. of amphetamine. 


The central action of Rauwiloid . . . tranquilizing and 
mildly sedative . . . complements and augments the 
mood-elevating influence of amphetamine; but the car- 
diac pounding, jitteriness, tremor, and insomnia en- 
gendered by amphetamine are largely overcome by the 
gently bradycrotic, calming influence of Rauwiloid— 
and all without the use of barbiturates. 


IN APPETITE SUPPRESSION, TOO 


In weight reduction management Rauwidrine proves 
particularly advantageous. The appetite-suppressing 
effect of the amphetamine component can be main- 
tained for long periods, since side actions are obviated. 


DOSAGE: For mood elevation, one to two tablets, each before 
breakfast and lunch. Dosage should be individualized, and as 
much as 6 tablets per day (in 3 doses) may be given if needed. 
For obesity, one to two tablets 30 to 60 minutes before each meal. 


8480 BEVERLY BOULEVARD 


LABORATORIES, INC. 


LOS ANGELES 48, 


CALIFORNIA 


23 


i 
| 
Rie, 
‘ 


BASIC 


taste 


brand of tetracycline 


isuspension 


newest dosage form of the newest 


broad-spectrum antibiotic 


for younger patients and all those 


who prefer flavorful medicine 
chocolate flavor—all-time taste favorite 
wide antimicrobial range | 

unexcelled tolerance 

high blood levels -W 

stable and soluble P 

i 


febrile n ours | 


in. patients with pneumococcal pneumonia, surgical infections, or urinary 


tract infections ... oral administration . .. is followed by rapid clinical response. 
Symptoms, including fever, largely cleared up within 24 to 48 hours.” * 
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Out in front... 
in treatment 
of 


hypertension 


GR? 

Raudixin: 
SQUIBB RAUWOLFIA 


More physicians write prescriptions for Raudixin than for all other 
forms of rauwolfia combined. The reasons for this choice are sound: 


e Raudixin contains the standardized whole root of 
Rauwolfia serpentina. There is no definite evidence 
that any alkaloid or fraction has all the beneficial actions 
of the whole crude root. 
e Raudixin lowers blood pressure moderately, gradually, 
stably. It also slows the pulse and has a mild sedative effect. 
e Raudixin is the safe hypotensive agent. It causes no 
dangerous reactions and almost no unpleasant ones. 
e Raudixin is often effective alone in mild to moderate _ 
hypertension of the labile type. In more severe cases it is tur 
effectively combined with other hypotensive agents. ing 
50 and 100 mg. tablets, bottles of 100 
cer 


1S ATRA no! 


SQUIBB 
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When carefree eating leads to diarrhea... 


CREMOSUXIDINE. 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


Food contamination is common when the weather (3) kaolin—to adsorb intestinal irritants and restore 
turns warmer—may bring diarrhea to your unsuspect- stools to normal consistency. CREMOSUXIDINE is well- 
ing patients. tolerated, easy to take. 

With palatable CREMOSUXIDINE, you have an ex- Quick Information: Average adult dose is 1% to 2 
ceptionally effective triad for control of specific and tablespoonfuls six times a day. Children and infants 
non-specific diarrhea: (1) ‘Sulfasuxidine’—for bacte- in proportion. Supplied in convenient Spasaver® bot- 


Tiostatic action, (2) pectin—to inactivate toxins and, tles of 16 fluid ounces. 
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or “run-down” patient — 


faster | 


with the correction of the accom 


SUPPLIED: 


Roncovite Tablets—enteric coated, red. Each contains 
cobalt chloride, 15 mg.; exsicc. ferrous sulfate, 0.2 Gm. ; 
bottles of 100. 

Dose: one tablet 4 times a day. 


Roncovite Drops—each 0.6 cc. contains cobalt chloride, 
40 mg.; ferrous sulfate, 75 mg.; bottles of 15 cc. with 
calibrated dropper. 
Dose: 0.6 cc. daily. 


LLOYD BROTHERS, INC. . CINCINNATI 3, OHIO 
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Protective. 


stop the gnawing pain 
of hyperacidity with TREVIDAL® 


Prescribe Trevidal to protect your patients from the damag- 
ing and irritating action of excess hydrochloric acid. Trevidal, 
neutralizes gastric hyperacidity immediately, effectively, and 
safely and also coats irritated stomach surfaces. Trevidal pro- 
vides in each pleasant-to-take tablet calcium carbonate, mag- 
nesium carbonate, aluminum hydroxide, and magnesium 
trisilicate, balanced to avoid constipation, diarrhea, or alkali- 
nosis, plus Regonol,** a unique vegetable gum which supplies 
demulcent action, and Egraine,* a protein binder which pro- 
longs the antacid activity. Trevidal is available in boxes of 
100 tablets. 


*Cyamopsis tetragonoloba gum tTrade Marks 


Or Ganon INC. ORA N. 
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diabetes 


“new” diabetics in one Only 19° of the diabetics in this survey 
i- were detected by findings other than glyco- 
suria.” ‘Every patient therefore, should have 

at least one urinalysis as part of his exam- 

ination, even if the purpose of his Visit is 


only the removal of trom, the 


BRAND 


for detection of urine-sugar 


70° were over 40. 
40% had a family history of diabetes. 
were overweight. 


1. Blotner, H., and Marble, A.: New England J. 
Med. 245:567 (Oct. 11) 1951. 


2. Steine, L.: GP 8:45 (July) 1953. 


Ames Diagnostics 
Adjuncts in clinical management 


COMPANY, INC+ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


the ideal detection center is the office of the family physician 
year in the priv 
these, 81° w 
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antacid action 


Glycine, uniquely* combined with 
calcium carbonate, sustains the extremely 
fast neutralizing action of TITRALAC. 


TITRALAC, in vitro,"... brought 
the pH up the most rapidly and 
to the highest level....The 

» sustaining power was stronger, 
in addition.”' 


AN ARTISTIC ADAPTATION 
OF A GLYCINE MOLECULE 


TITRALAC 


unique antacid*—with milk-like action 


%u.s. rar. mo. 2,429,506 


1. Hammarlund, E. R., and Rising, L. W.: J. Am. Pharm. A. (Scient. Ed.) 41:295, 1982. 
Each tablet provides 0.15 Gm. glycine, plus 0.35 Gm. calcium carbonate. 


TITRALAC 1S SCHENLEY’S REGISTERED TRADEMARK FOR AN ANTACID. 


SCHENLEY LABORATORIES, INC., NEW YORK 1, NEW YORK 
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A new form of a synthetic narcotic analgesic . . . 
approximately twice as potent as racemic Dromoran 
(dl) Hydrobromide ‘Roche’ . . . inducing prompt 
pain relief with longer duration of analgesic 
effect than morphine. 


... indicated for the relief of severe or intractable 
pain . . . preoperative medication and 
postoperative analgesia. 

... A striking characteristic is its ability to 

produce cheerfulness in pain-depressed patients 
the morning after an evening dose.””** 
... less likely than morphine to produce constipation, 
nausea or other undesirable side effects . . . whether 
administered orally or subcutaneously. 


CAUTION: 
Levo-Dromoran Tartrate 
is a narcotic analgesic. 
It has an addiction 
liability equal to 
morphine and therefore 
the same precautions 
should be taken in 
dispensing this drug 

as with morphine. 


*Glazebrook, A. J.: Brit. M. J., 
2:1328 (Dec. 20) 1952. 


LEVO-DROMORAN 


TARTRATE ‘Roche’ 
(tartaric acid salt of levo-3-hydroxy-N-methylmorphinan) 


HOFFMANN -LA ROCHE INC Nutley 10 New Jersey 
LEVO-DROMORAN®—brand of levorphan 
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1 Common iliac artery and vein 
2 Internal iliac (hypogastric) 
artery 
3 Spermatic artery and vein 
4 Ureter; external iliac 
artery and vein 
5 Superior vesical artery 
and vein 
6 Deep iliaccircumflex artery and 
vein; right ductus deferens 
7 Inferior epigastric artery 
and vein 
8 Urinary bladder 
9 Symphysis pubis 
10 Fundiform ligament of penis; 
superficial dorsal vein 
of penis 


11 Prostate gland; ejaculatory 
duct 


12 Deep dorsal vein of penis; 
prostatic urethra 


13 Corpus cavernosum 

14 Spermatic cord (cut) 
15 Cavernous urethra 

16 Epididymis 

17 Navicular fossa 

18 Testis 

19 Fifth lumbar vertebra 


20 Middle sacral artery: 
intervertebral fibrocartilage 


21 Vertebral canal 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where Aureomycin may prove useful. 


22 Lumbosacral trunk; superior 
gluteal artery 

23 Lateral sacral artery; 
sympathetic trunk ganglion 

24 Sacral nerves; coccygeus 
muscle 

25 Inferior vesical artery and vein 

26 Superior hemorrhoidal artery 
and vein 

27 Seminal vesicles; middle 
hemorrhoidal artery and vein 

28 Ampulla of ductus deferens 

29 Left ductus deferens 

30 Rectum 

31 Bulb of urethra 

32 Sphincter ani externus muscle 


The Male Pelvic O ‘9 
ale Felvic Urgans 
| 
| 
15 
17 
| 


CHLORTETRACYCLINE 


Aureomycin 


Effective blood levels bring about 
prompt control of most 
genitourinary infections. The basic 
pharmacologic principle is to treat the 


infected tissue, not the urine. 


Orac: Capsules-Syrup-Drops 


PARENTERAL: Solutions 


LEDERLE LABORATORIES DIVISION 


Cyanamid COMPANY 


PEARL RIVER, NEW YORK 


*Trade Mark 
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NASAL DECONGESTANT 


Uniformly FOR 


INFANTS ¢ CHILDREN 
ADULTS AND AGED 


pores NOT contain ANY ANTIBIOTIC 


Does not affect 
BLOODPRESSURE 
RESPIRATION 
CENTRAL NERVOUS SYSTEM 


ENTIRELY Safel in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 
AND HYPERTENSION CASES 


Authoritative Proof sent on request. 
COMPLETELY FREE OF SIDE-EFFECTS... 


no cumulative action...no overdosage 
problem...non-toxic. 


Reference to RHINALGAN: 


Safety! 1. Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 
saad v USE RHINALGAN Monthly, 31, Nov. 1952. 


2. Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 


1951. 
NOW Modified Formula assures 3. Molomut, N., and Harber, A.: N.Y. Phys., 34, 14- 
18, 1950. 
PLEASANT, PALATABLE TASTE! 4. Lett, J. E., (Lt. Col. MC-USAF) Research Report, 
FORMULA: Desoxyephedrine Saccharinate 0.50% Dept. Otolaryn., USAF School Aviat. Med., 1952. 
tates loti 5. Hamilton, W. F., and Turnbull, F. M.: J. Amer. 
t 
aurylammonium saccharin. Flavored. pH 6. 6. Browd, Victor L.: Rehabilitation of Hearing, 1950. 
7. Kugelmass, 1. Newton: Handbook of the Common 
Available on YOUR prescription only! Acute Infectious Diseases, 1949. 


RECTALGAN-Liquid—For symptomatic reliet in: Hemorrhoids, Pruritus, Perineal Suturing” 
- DOHO CHEMICAL CORP.,100 Varick Street, New York 13, N. ¥ 
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ln Neuritis— 


is temporary relief enough? 


Now— 


THE LONG PERIOD OF DISTURBING 
SYMPTOMS CAN BE REDUCED BY THE 
PROMPT USE OF — 


When you have a case of neuritis (intercostal, facial or sciatic) 
where the inflammation of nerve roots is not caused b 
mechanical pressure, let Protamide demonstrate how muc 
faster lasting relief can be obtained than with usual therapy. 


Usual dose: one ampul every day for five days or longer. 


NEURITIS 


(Sciatic Intercostal Facial) 


A COMPARISON BETWEEN COMPARABLE GROUPS 
WITH AND WITHOUT PROTAMIDE THERAPY 


DURATION OF SYMPTOMS 


2 56 
CONTROL— 156 Patients ears 
The Course of the Disease 

Was 21 Days to 56 Days 


PROTAMIDE—84 Patients 
Complete Relief was 
Obtained in 5 to 10 Days TREATED WITH PROTAMIDE ONLY 


5 
DAYS DAYS 


“TREATMENT OF NEURITIS 
WITH PROTAMIDE” 


sHERMAN LABQRaToRIES 


ond 
gues Chief of Arthritis, Pennsylvania Hospi- 
tos ane 


May 1954 


Vi 


- 
ROTAMIDg 
Richard T. Smith, M.D. 
; Associate in Medicine and Chief of 
pr e Arthritis at Jefferson Medical College 
OETROIT Mich, 
matology, Benjamin Franklin Clinic. 
REPRINTS AVAILABLE 
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EMETROL 


PHOSPHORATED CARBOHYDRATE SOLUTION) 


a safe, pleasant-tasting, oral antiemetic... 


effective in 6 out of 7 cases of functional 
vomiting’ . . . reduces gastrointestinal smooth 
muscle contractions physiologically... con- 
tains no antihistaminics, barbiturates, or other 
drugs .. . also useful in nausea of pregnancy, 
and for drug- or anesthetic-induced vomiting 


IMPORTANT: EMETROL is stabilized at an 
optimal physiologic pH level. Dilution would 
upset this careful balance. For this reason, 
EMETROL is always taken straight, and no 
fluids of any kind are allowed for at least 
15 minutes after administration. 


3] write for complete literature 


KINNEY & COMPANY, INC. - COLUMBUS « INDIANA 


1. Bradley, J.E., et al.: 
J. Pediat. 38:41, 1951; 
idem: Amer. Acad. 
Pediat., meeting Oct. 
16, 1951. 


Supplied: 

In bottles of 3 
fl.oz. and 16 fl. 
0z., at pharma- 
cies everywhere 
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smooth-mus¢l 


to allay anxiety... 


TRADEMARK 


@ spasm: 


May 1954 


@ Provides the recognized sedative action of phenobarbital 


complemen ling 


@ the antispasmodic effect of belladonna alkaloids 


Four dosage forms fer individualized Ch yf 


BELBARB*™ Tablet 
per tablet 
BELBARB Tablet #2 
BELBARB Capsules Ve 
per capsule 
BELBARB Elixir 
per fluidrachm (4 cc.) Ya 9. 
EFFECTIVE... 


CHARLES 


Literature and samples on request. 


C. HASKELL & 


RICHMOND, 
"Trademark of Charles C. Haskell & Co., Inc 


Bottles of 100, 500, _ 
and 1,000 tablets 


Bottles of 100, 500, 
and 1,000 tablets 


Bottles of 100, 500, | 
and 1,000 capsules 


Bottles containing 6 3 
fi.oz., 1 pt.,and I gal. 


VIRGINIA 


SAFE...SPASMOLYSIS AND SEDATION 


INC. 
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and 
scopolamine 
infixed 
_ proportion, 
approximately | 
equivalent to | 
Belladonna, 
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NOW AVAILABLE IN 
ORAL SUSPENSION 


a. popular cherry flavor 


and pediatric drops 


ACHROMYCIN Tetracycline, a new broad-spectrum 
antibiotic, is now available in a cherry-flavored 
liquid preparation and in pediatric drops, as well 
as in forms for oral and parenteral use. 


The cherry flavor of the new dosage forms is very 
popular with children and other patients. 


The Oral Suspension is supplied in a 1 oz. bottle 
of dry crystals. The suspension retains potency for 
2 weeks after reconstitution with water. 


ACHROMYCIN has proved effective against pneu- 
mococci, staphylococci, beta hemolytic streptococci, 
gonococci, meningococci, E. coli infections, acute 
bronchitis and bronchiolitis, and certain 
mixed infections. 


Developed by Lederle research, ACHROMYCIN has 
definitely fewer side reactions associated with its 
use. It provides more rapid diffusion in body 
tissues and fluids. 


DOSAGE FORMS: i: 
ORAL SUSPENSION: Cherry Flavor: 250 mg. per 5 cc. teaspoonfu | 
PEDIATRIC DROPS: Cherry Flavor: 5 mg. per drop. Graduated Dropper 
CAPSULES: 250 mg., 100 mg., and 50 mg. 

TABLETS: 250 mg., 100 mg., and 50 mg. 

INTRAVENOUS: 500 mg., 250 mg., and 100 mg. 

SPERSOIDS* Dispersible Powder: 50 mg. per teaspoonful (3.0 Gm.) 


*Reg. U.S. Pat. Off. 


PEARL RIVER, NEW YORK Tetracycline HCI 
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Veratrum therapy requires accurate 
adjustment of dosage. VERALBA ... the 
only veratrum alkaloid standardized 
completely by chemical assay ... pro- 
vides precise measurement of each 
individual dose. Its unvarying potency 
facilitates long-term management of 
hypertension and accurate prediction 
of patient response. 


Once individual dosage has been estab- 
lished, it. may be continued, with only 
rare exceptions, as the maintenance 
dosare. 


VERALBA activates physiological reflex 
mechatiisms Which normally regulate 
blood pressure. There is no adrenergic 
or ganglionic blockade, no paralysis of 
vascular mustle, ho disturbance of nor- 
mal blood distribution or the body’s 
curbs against postural hypotension. 


Prescribe: VBRALBA for effective, well- 
tolerated ¢ontrol of hypertension. 
Supplted: Tablets of 0.2 me. or 0.6 me., uncoated 


and g@regved, im bettles of 160 and 1009. Also aos. 
VERAGBA Enjection in i0-cc. multidose vials. 


PITMAN*® MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIAN « 


thidderdiced by on original 
Pitman: Moore cseay. 
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1150 S. Flower St. 500 Howard St. 1920 Terry Ave. 1425 Tulane Ave. 


Minneapolis 4 
927 Portland Ave. 
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New Steeline Pediatric Treatment-Examining Table Helps You 
Handle More Patients Faster, with Greater Ease, and Less Fatigue 


Here is one of the most complete pediatric tables 
ever built: includes built-in tare balance scale, 
built-in measuring rod, foam rubber cushion, elec- 
trical outlets with cord and plug—there are no 
accessories to buy. Construction features include 
all-welded steel body, two roomy drawers and a 
large open compartment, providing easy access to 
instruments and supplies. Along the back is a stain- 
less steel measuring scale reading up to 41 inches. 
Chrome-plated rod slides along scale to measure 
infant’s length as he is weighed. Front edge is 
protected from wear by a stainless steel baffle plate. 
Modern production methods in our own factory per- 
mit us to keep the price well below that of compar- 
able models. Write for complete information. 


a. s. aloe COMPAGMY 


1831 Olive Street, St. Lovis 3, Missouri 


New Orleans 12 


e Kansas City 2, Mo. e Atlanta 3 ° Washington, D. C. 5 
4128 Broadway 492 Peachtree St. N.E. 1501 14th St. N.W. 
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GYNECOLOGICAL PRODUCTS 


optimum protection 
plus optimum comfort 


Clinical experience establishes that optimum protection 
against conception is provided by the combined 

use of a correctly fitted and properly placed occlusive 
diaphragm and a dependable spermatocidal jelly. 


Patient-experience establishes that the optimum 

in patient-acceptance can be provided by prescribing 
the RAMSES® TUK-A-WAY® Kit. Here in a convenient 
plastic kit the patient has the diaphragm with unique 
features providing for complete comfort during use, 
an introducer for simplifying insertion and proper 
placement, and a tube of RAMSES Vaginal Jelly.* 


*Active agent, dodecacthyleneglycol monolaurate in a base of jong lasting barrier effectiveness, 


gynecological division 
JULIUS SCHMID. INC. 423 West 55th Street + New York 19, N.Y. 
quality first since 1883 
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“anti nflammatory acti 


dihydroxy aluminum aminoacetate .. 0.5 Gm. | 
hyescine hydrobromide 0,003 mg. | 
phenobarbital (% gr.) 8.1 mg. 
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Wherever it itches 


Retafen 


brings relief... 


Antipruritic, 

antibacterial, antifungal— 

RETAFEN acts promptly to provide 
effective relief from the nagging torment 
of itching, soothes and protects inflamed 
and irritated tissue, and guards against 
infection of open lesions. 

RETAFEN Ointment combines 
hexachlorophene, phenol, resorcinol, 

oil of tar rectified and zinc oxide in a 
polyethylene glycol base— 

greaseless and non-staining. 


Supplied in 1 ounce tubes 


and 37/4 ounce jars. 


i 
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MAN 
dl 
VANPELT & BROWN, INC. * Pharmaceutical Chemists RICHMOND, VIRGINIA 


4? 
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effect of mannitol 
hexanitrate 
& lowers pressure for 4 to 6 hours 
New and Nonofficial Remedies: A.M.A. Council on 
Pharmacy and Chemistry, 
Be Lippincott, p. 248, 1968, 
Phenobarbital 
diuretiéis j without 
most useful for promoting 
facilitates sodium excretion 
Med. Times 81:266 (Apr.) 1953. - LLAMA. 147:1811 (Dee.) 1951. 
acid + rutin for’ 
capillary protection 
help to maintain capillary integrity 
Delaware State M. J. 22:283 (Oct.) 1950. 
as 
ke 
BRINGS THE PRESSURE DOWN SLOWLY SAFELY 
Complete Medication for the Hypertensive 
Each Semhyten Capsule contains: Phenobarbital..14 gr. (15 mg.) 
Mannitol Hexanitrate...12 gr. (30 mg.) Rutin 10 mg. 
Theophylline ............... 142 gr. (0.1Gm.) Ascorbic Acid ................ 15 mg. 


Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company - Bristol, Tennessee 


i 
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_ cedures, endotracheal intubation, nipple soreness as 


experienced by lactating mothers, or wherever sure 


Worcester, Mass. U.S.A. 


% 
43 
SUPPLIED 35 gram glass jars or 35 gram collapsible tubes 
available at leading wholesale druggists or 
OT ai Write department G8 for bibliography and professional samples. 
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Your local Picker representative will be glad to provide you with a copy: or write 
Picker X-Ray Corporation, 300 Fourth Avenue, New York, N. Y. 
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“The physician must weigh the MANDELAMINE 
following’* 
*Carroll, G.: Texas State J. Med. 49:761 (Oct.) 1953 MEETS ALL FIVE REQUIREMENTS 


. ‘ No restrictions in diet, no forcing of fluids, 
1. Ease of administration 


Serious toxic effects have never been re- 
2. Toxic symptoms and side reactions ported. Side effects extremely rare. Only 
contraindication is renal insufficiency. 


_ Bacteria do not develop resistance, even 


3. Development of resistance prolonged 


Inexpensive, particularly important in long- 
4, Cost continued therapy. 


Controls most common urinary infections 
5. Effectiveness in 3 to 14 days.4:5.8 Bacteriostatic and bac- 

tericidal action is approximately the same 
order as sulfonamides and streptomycin? 


Adult dosage: 3 to 4 tablets t.i.d. Children: in proportion. 


COUNCIL ON ty 
DHARMACY 


NEPERA 
S&S Chemical Co., Inc. 


Pharmaceutical Manufacturers, Nepera Park, Yonkers 2, N. Y. 


1. Scudi, J. V., and Duca, C. J.: J. Urology 61:459, 1949. 2. Schloss, W. A.: Connecticut M. J. 14:994, 1950. 3. Knight, V., and others: 
Antibiotics & Chemotherapy 2:615, 1952. 4. Beckman, H., and Tatum, A.L.: Wisconsin M.J. 51:185, 1952. 5. Carroll, G., and Allen, 
ey ie bed 55:674, 1946. 6. Kirwin, T J., and Bridges, J. P.: Am. J. Surgery 52:477, 1941. 7. New and Nonofficial Remedies, 
A.M. A., 1953, p. 88. 


| “‘Mandelamine” is a trademark Reg. U. S. Pat. Off. of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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NEO-CULTOL is different . 


vse corrective in ‘constipation 


ant, 


works nat iettabeply restores to the intestines normal 
flora to promote and maintain peristalsis. 


EO-CULTOL suppresses putrefactive bacteria and 
flatulence. Moist, lubricated, comfortably passed evacuations ae 
—without prem. or leakage. 


everybody likes the chocolate-pudding flavor of 


neo-cultol 


L. Acidophilus in mineral oil jelly 


wide-mouth jars of 6 oz. ee 


arlington-funk laboratories * yonkers 1, new york 
division U. S. VITAMIN CORPORATION 


Name. 


Address. 


| | 
| 
Salts Iphthalei bulk hage 
pheno ein no bulk + no roughage © 
| a 
= 
al 
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Please send me professional samples of NEO-CULTOL. 


Pulling together... 


In radiology, brilliant work is almost invariably 
the result of brilliant teammwork—the carefully 
planned and executed procedures of radiologist 
and technician using equipment and materials 
each knows and trusts. 


For superior radiographic results, 
follow this simple rule: 


Use Kodak 
Blue Brand 
X-ray Film 


(LIQUID oR PowDER) 


That is the reason why so many specifications 
call for Kodak Blue Brand X-ray Film and Kodak 
x-ray chemicals... products made to work to- 
gether, made to produce radiographs of maxi- 
mum diagnostic quality under every condition. 


Process in 
Kodak 


Chemicals 


: Order from your x-ray dealer 
EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


Kodalk 


j tore q 
- = 
— —a trade-mark since 1888 ee 
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RELIABLE TEST OF 
LIVER FUNCTION 


‘Bromsulphalein’-Sodium Solution has been 
used as an intravenous test for liver function 
for over thirty years. Colorimetric measure- 
ment of the residual dye in the blood serum 
permits quick determinations. 


Supplied in 3 cc. and 7.5 cc. ampules con- 
taining a 5% sterile solution, packaged in 
boxes of 10. Colorimeter standards prepared 
from permanent dyes are also available. 


Complete literature on request. 


*Reg. U.S. Pat. Off. H.W.&D. Brand of 
Sulfobromophthalein-sodium, U. S. P. 


HYNSON, WESTCOTT & DUNNING, INC., Baltimore 1, Maryland 
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THE VALUE OF AORTOGRAPHY* 


By F. Me tick, M.D. 
St. Louis, Missouri 


To one not familiar with aortography, the 
question might well arise, what possible value 
could it be in studying a case of urinary 
lithiasis? For the routine case of renal or ure- 
teral calculi the ordinary diagnostic measures, 
a kidney-ureter-bladder plate, and intravenous 
pyelography usually suffice. When a calculus 
firmly impacts and toxic symptoms develop, 
cystoscopy and the passage of a ureteral cathe- 
ter are usually sufficient to make an exact 
diagnosis and provide the necessary drainage. 
For all these types of urinary calculi patients, 
aortography is not necessary to make a diagno- 
sis, because it can be made by simpler and 
more commonly accepted measures. 


Aortography is of most value in those cases 
where intravenous pyelography fails to show 
any evidence of renal function. I would take 
it for granted that this audience realizes that 
this means that there is no demonstrable func- 
tion at two, or even eight-hour intervals. Par- 
ticularly in cases where a ureteral catheter 
cannot be passed beyond the obstruction, and 
no function is shown on excretory urograms, 
aortography is the only means by which one 
can obtain preoperative information about 
the kidney. Aortography is also of value 
where the possibility of a renal tumor and a 
stone exists. Later I hope to show clinical 
examples of these types of cases. 


A decided advantage of aortography is that 
it can be carried out without any danger of 
introducing infection. Once a ureteral cathe- 
ter has been passed up a ureter there is al- 
ways the danger of introducing new infection 
or stirring up a latent infection. Particularly 
is this true if the catheter cannot be passed 


*Read in Section on Urology, Southern Medical Association, 
on Annual Meeting, Atlanta, Georgia, October 26-29, 


*From the Department of Urology, St. Louis University 
School of Medicine, St. Louis, Missouri. 


beyond the stone and retained to provide con- 
tinuous drainage. Where complete blockage 
exists and severe toxic symptoms develop, one 
has, in my opinion, an acute surgical emer- 
gency. It is imperative that immediate drain- 
age be provided at once. In such cases, intra- 
venous pyelography may fail to reveal any 
evidence of renal function. If the block is in 
the lower ureter, the question arises as to 
whether the kidney can be saved, or if it is 
worth saving. It is true that one can either 
operate upon the obstruction and provide 
ureteral drainage, or explore the kidney and 
do a nephrostomy, but in either selection, a 
second operation may well be necessary. In 
such cases, aortography done before surgery 
will demonstrate whether or not the kidney 
has a good blood supply. Doss!? has written 
extensively on this use of aortography and is 
the father of the statement that ‘‘a kidney is 
no better than its blood supply.” If the blood 
supply is adequate, every effort should be 
made to save it; if the blood supply is mark- 
edly impaired, usually a nephrectomy is indi- 
cated. This does not apply, of course, where 
there is a question of tumor or tuberculosis 
of the kidney. 


If one accepts the previous statements, the 
next natural question that comes to mind is, 
is translumbar aortography a safe procedure? 
Upon my return to civilian practice from the 
Army in 1946, I became interested in trans- 
lumbar aortography or arteriography as it is 
now more commonly known. At that time the 
only American workers in this field were 
Doss, Nelson, Wanger and Price. The greatest 
obstacles to the general acceptance of aortog- 
raphy were the fear of puncturing the aorta, 
and the lack of a safe medium. The fear of 
hemorrhage arose from experimental work 
done by Henline and Moore* in dogs. In 
many thousands of cases of aortography in 
humans which are now recorded in the litera- 
ture, no case of hemorrhage has ever been 
described. Colloidal thorium dioxide and so- 
dium iodide in the concentrations necessary 
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to give good x-ray visualization were danger- 
ous. Whatever fatalities have been recorded 
from aortography can quite properly be 
charged to the necrotizing effects of sodium 
iodide injected inadvertently directly into the 
superior mesenteric artery instead of into the 
aorta. There are several such reports now in 
the literature. 

An ideal medium for aortography should 
be non-reactive, non-toxic, excreted rapidly, 
and non-hemolyzing.*- Other available media 
were not sufficiently dense to give good re- 
sults although 75 per cent sodium iodome- 
thamate (neo-iopax®) was used with some 
success.” Shortly alter the Mallinckrodt Chem- 
ical Works developed sodium acetrizoate (70 
per cent urokon® sodium), Dr. Melvin A. 
Thorpe released it to us tor animal experi- 
mentation and possible clinical use. Due to 
its extra iodine content, urokon® 65.8 per 
cent iodine, sodium acetrizoate (nco-iopax®) 
51.5 per cent, and iodopyracet (diodrast®) 49.8 
per cent, it proved to approach the x-ray den- 
sity of sodium iodide (84.7 per cent iodine). 
Also, in 70 per cent solution, urokon® was 
fluid enough to permit rapid injection. Upon 
direct injection of massive doses of 70. per 
cent urokon® directly into the superior mes- 
enteric arteries of dogs, we found that it did 
not cause gut necrosis or death.” Unlike aortic 
puncture in humans, however, we also noted 
that aortic punctures in dogs did occasionally 
lead to marked hemorrhage. The aorta in 
dogs is not comparable to the human aorta 
and this undoubtedly explains the difficulties 
of Henline and Moore. 


Subsequent clinical trials showed that this 
was an ideal, safe, and practical medium for 
aortography. It was also found that it was 
possible to carry out the procedure under 
local anesthesia. Our impressions have been 
confirmed by reports by Nesbit,? Doss* and 
Smith.” There have been, to my knowledge, 
no fatalities or severe adverse reactions to the 
use of 70 per cent urokon® in translumbar 
aortography. In fact, | have had less reactions 
to the intra-arterial injection of urokon® than 
to the intravenous. One does get occasional 
nausea and vomiting when it is injected under 
local anesthesia, but so far there have been 
no severe reactions. It must be remembered 
that urokon® is an organic iodine compound 
and that preliminary testing for individual 
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sensitivity is advisable. ‘The increasing interest 
in, and the more general use of, this valuable 
procedure is attested to by the constantly in- 
creasing number of workers reporting their 
experiences with aortography. I should also 
mention the retrograde method of aortogra- 
phy. A catheter is passed through a cannula 
introduced into the femoral artery and the 
medium injected. It is my personal opinion 
that this unnecessarily complicates the pro- 
cedure and has few advantages so that I still 
prefer the translumbar route. 

Technic.—The patient is placed face down 
on the x-ray table and routine preparation 
of the skin of the back carried out. If general 
anesthesia is used only a small amount of 
intravenous thiopental is given. If local anes- 
thesia is used, a skin wheal is raised with 1 
per cent procaine and a para-vertebral block 
is used. The needle is introduced just below 
the twelfth rib, four fingerbreadths to the left 
of the spine. The needle is directed mesially 
and superiorly until it strikes the body of 
the vertebra. It is then withdrawn slightly 
and directed more laterally to slide around 
the body of the vertebra and into the aorta. 
I have attempted to make the procedure as 
simple as possible and thus use hand injection 
with an ordinary 25 cc. syringe. For the same 
reason I have attempted to simplify the equip- 
ment. The special needle made by Becton, Dick- 
inson and Company which has very thin walls 
and consequently a large bore, and is sold under 
the number, LNR-1T466, is a valuable asset. 
The Abbott venotube® set comes sterile and 
ready for use and can be used instead of the 
high pressure tubing. It is quite cheap and 
can be discarded after each use, thus it elimi- 
nates the use of rubber tubing. Rubber tubing 
requires special adaptors and becomes weak 
after repeated autoclavings and may explode 
in the middle of a procedure, embarrassing 
all concerned. While the venopak tubing has 
no Luer connectors, it has been found to fit 
tightly enough by friction. The entire set is 
shown in Figure 1. 


CASE REPORTS 


The following cases illustrate the value of 
aortography in urinary lithiasis: 


Case 1—M.B., a 62-year-old man, was admitted to 
the hospital with a history of left renal colics and 
hematuria for the past two months. A kidney-ureter- 
bladder plate showed no calculi opaque to x-ray. 
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Intravenous pyelograms showed a normal right kidney, 
but no evidence of function on the left (Fig. 2). An 
attempt to pass ureteral catheters on the left was un- 
successful. An aortogram was then done which showed 
almost complete absence of blood supply on the left 
(Fig. 3). Left nephrectomy was done and a large 
thin walled hydronephrotic sac due to a non-opaque 
calculus was found. Microscopic sections confirmed 
the clinical impression of complete renal destruction. 


Case 2.—A.C., a 62-year-old man, was seen with 
typical left renal colics and hematuria of four days 
duration. Six years prior to the present illness the 
patient had had similar pains and had passed two 
stones. There were no septic signs or symptoms, but 
the urine was loaded with pus cells, blood cells and 
gram-negative bacilli. A preliminary kidney-ureter- 
bladder plate showed no evidence of opaque calculi 
and intravenous pyelography showed a normal right 
side with no evidence of left renal function at the end 
of eight hours. The patient was then hospitalized and 
an attempt was made to pass a ureteral catheter up the 
left ureter. The catheter could not be passed more 
than 2 cm. and no evidence as to the cause of ob- 
struction could be obtained by x-rays (Fig. 4). A pyelo- 
ureterogram was then made with a bulb catheter 
which showed multiple filling defects in the lower 
ureter (Fig. 5). This was interpreted as being either 
multiple non-opaque stones or possible stones and a 
tumor. The pyelogram suggested the upper pole of a 
bifid kidney pelvis. Careful inspection of the bladder 
failed to reveal any evidence of a second left ureteral 
orifice. Repeat fillings of the ureter, even to the point 
of moderate pain, failed to visualize any more of the 
renal pelvis. This led to some interesting speculations. 
Since the lower portion of the left kidney did not func- 
tion on intravenous pyelography, it must also be 
blocked or destroyed. Was this a “Y” ureter with a 
single block due to non-opaque calculi in the lower 
end, or was there a tumor in the lower half of the 
kidney with possible ureteral implants? Another intra- 
venous pyelogram again failed to reveal any evidence 
of renal function of the left kidney. Translumbar 
aortography was then done to determine the status of 
the left kidney. There was no evidence of a left renal 


Fic. 1 


Equipment needed for aortography: B-D LNR-1T466 needle, 
Abbott venotube,® and an ordinary 20 cc. syringe. 
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Fic. 2 


Intravenous pyelogram, normal right side, no visualization 
of the left kidney pelvis. 


Fic. 3 


Aortogram showing complete absence of the left renal blood 
supply. A large hydronephrotic sac was found at operation. 
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Fic. 6 


Translumbar aortogram, normal left renal blood flow, no 
Ureteral catheter blocked, no stone opaque to x-ray seen. evidence of tumor. 


2 Fic. 7 
Fic. 5 

Nephrogram made immediately after the aortogram, good 
Attempt to fill left side with bulb catheter, filling defects of dye concentration in the left kidney, indicating good left 
left, lower ureter. Bifid kidney pelvis? renal blood flow. 
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Fic. 4 
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Fic. 8 Fic. 10 
Pyelogram | made four hours after the aortic _injection of Intravenous pyelography shows a normal left kidney, exact 
20 cc. of 70 per cent urokon.® Hydronephrosis is present, nature of calcification not determined. 


but no bifid renal pelvis. 


Fic. 9 Fic. 11 
A kidney-ureter-bladder plate showing calcification in the Aortogram showing calcification to be an aneurysm of the 
left renal region. splenic artery. The splenic artery in this case is duplicated. 
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tumor and the blood supply to the kidney was good 
(Fig. 6). The nephrogram made immediately after 
the aortogram shows dye concentrated in the left 
kidney almost as well as in the right, again indicating 
a good left renal blood flow (Fig. 7). A four-hour film 
made after the aortogram showed a large hydro- 
nephrosis, but a kidney well worth saving (Fig. 8). An- 
other cystoscopy was carried out and at this time it 
was possible to remove three calculi from the lower 
end of the ureter. The patient then made an un- 
eventful recovery. 


Case 3.—].V., a 58-year-old man, was admitted on 
the medical service for work-up because of upper left 
quadrant pain and mild gastric complaints. A gastro- 
intestinal series showed a normal gastrointestinal tract, 
but revealed a ring of calcium in the left renal 
area. There were no urinary complaints and repeat 
urinalyses were completely normal. A kidney-ureter- 
bladder plate (Fig. 9) showed the calcification to be in 
the region of the left kidney and the question arose 
as to whether it was a kidney stone or calcified renal 
artery aneurysm. Intravenous pyelography showed the 
left kidney to be normal, but did not aid in the 
differential diagnosis (Fig. 10). Translumbar aortog- 
raphy was then done and the true nature of the 
calcification identified (Fig. //). It is quite clearly 
shown to be an aneurysm of the spienic artery which 
in this particular case shows another anomaly, namely, 
two major splenic arteries instead of the usual one. 


SUMMARY 


(1) Since the introduction of 70 per cent 
urokon® sodium as the medium, translumbar 
aortography has become a safer procedure. 

(2) Aortography can be done with equip- 
ment readily available to all. An ordinary 25 
ce. syringe, disposable plastic tubing and a 
special thin-walled needle are all that is neces- 
sary. 

(3) Where complete ureteral block exists 
and intravenous pyelography fails to reveal 
any evidence of renal function, aortography 
is the only available means of determining 
preoperatively whether or not the kidney is 
worth saving. 

(4) Where the blood supply to a damaged 
kidney is adequate, every effort should be 
made to save the kidney except, of course, 
in case of tumors or tuberculosis. 

(5) Where the blood supply is inadequate, 
nephrectomy is usually indicated unless the 
opposite side is also involved in the ischemia. 


(6) In lesions involving the arteries, aortog- 
raphy is the only method of identifying them 
accurately and locating the exact artery in- 
volved. 
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EVALUATION OF DIAGNOSTIC PROCE- 
DURES IN THE STUDY OF 
RENAL MASSES* 


By Fioyp, M.D., 
James L. Pitrman, M.D.* 
and 
J. CanpLerk Guy, M.D. 
Atlanta, Georgia 


We shall endeavor to present the various 
methods we use to diagnose renal masses and 
evaluate each with regard to information 
gained, accuracy of the method, ease and safe- 
ty, and general indications for the use. 


To clarify the term renal mass, let us di- 
gress momentarily and list the processes which 
must be considered. We briefly list the more 
common disease conditions with which we 
shall deal. 

Renal tumors (solid) 
Solitary cyst 

Multiple cyst 

Polycystic renal disease 
Multilocular solitary cyst 
Hyperplasia 
Hydronephrosis 

Abscess 

Renal hematoma 

Renal hydrocele 

All of us are aware of the fact that no paper 
on renal masses can be presented without 
giving due respect to the physical and clinical 
findings obtained from a careful history and 
physical examination, plus the routine labora- 
tory studies including differential urine speci- 
mens and function tests. However, in our 
experience, they are not completely reliable 
methods in ferreting out the various types of 


*Read in Section on Urology, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 

*The authors thank Mr. Joseph T. Jackson, Miss Anne 
Geffken and Mrs. Jean Stone of Emory University Photo- 
graphic Department, Emory University Hospital X-Ray De- 
partment, and Grady Memorial Hospital X-Ray Department, 
Atlanta, Georgia, for assistance in preparing this paper. 

+Dr. Pittman died January 21, 1954. 
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renal masses present and may even tend to 
confuse. One cannot be sure by palpation 
alone, or even by plain roentgenogram in all 
cases, whether a mass is even present, and if 
present, whether it is cystic or solid. These 
are particularly true when dealing with obese 
individuals. 


The question of hemorrhage is just as baf- 
fling at times. We know gross hemorrhage 
is far less common in solitary cyst of the kid- 
ney than in renal malignancy, for instance, 
but it is also true that in some cases of malig- 
nancy of the kidneys no history of hemorrhage 
is elicited from the patient at all. On the 
other hand, in cystic disease patients have 
been known to have alarming hemorrhage. 
Other symptoms are equally confusing. So we 
cannot focus our attention too much on signs 
and symptoms alone in making the diagnosis 
of renal masses. 


For many years the pyelogram was the most 
valuable aid in differentiating tumor-forming 
lesions of the kidney; definite patterns being 
attributed to tumors and other lesions. Serial 
and lateral films helped confirm the fact 
that the mass was actually renal. It is said 
also that the most extensive pelvic deformi- 
ties are produced by solid tumors. Renal cysts, 
on the other hand, unless truly intrarenal, 
frequently cause a change in the outline of 
the renal shadow with little or no change 
present in the caliceal system or pelvis. Other 
causes of renal masses, such as hydronephrosis, 
polycystic disease, and general hyperplasia of 
the kidney, all have rather typical pyelo- 
graphic patterns and rarely give rise to diffi- 
culties in differentiation from other mass- 
producing lesions. Therefore, to expedite 
matters, we shall confine our talk mostly to 
solid tumors and cystic diseases of the kid- 
neys. Like Prather,! we are “Less enthused 
from our experience than formerly in regard- 
ing solid tumors versus cyst on the basis of 
pyelographic data alone.’’ In some cases one 
must proceed beyond the pyelogram for an 
accurate diagnosis. In comparatively recent 
years we have had offered to us other methods 
of diagnosis that can frequently be of great 
value to us as physicians in our problems of 
differential diagnosis of renal masses. Among 
these are the following: 

Aspiration needle 
Renal cystogram 
Papanicolaou stains 
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Biopsy needle 

Pararenal air insufflation 
Presacral air insufflation 

Translumbar aortography 
Renal arteriogram 
Nephrogram 

Let us look briefly at these methods. 

Drs. Ainsworth and Vest,? in an excellent 
review, have discussed the use of the aspirat- 
ing needle passed directly into cystic masses. 
Fluid so obtained may be studied by the meth- 
ods of Papanicolaou if indicated or desired. 
Interesting studies can also be made by the 
injection of opaque medium directly in the 
cyst and making appropriate x-ray studies 
(Fig. 1). Dr. Archie Dean* has further used the 
needle for actual tissue biopsy in the presence 
of solid masses. We, in agreement with many 
others, however, do not recommend this latter 
procedure as the risk of spreading tumor cells 
in the needle tract probably outweighs the 
information so gained. We have on occasion, 
however, injected solid masses with opaque 
media and obtained a typical pattern which 
is somewhat smoky and mottled in appear- 
ance (Fig. 2). We believe that these last two 
methods are actually of more value when deal- 
ing with cysts than with tumors. They are also 
much more easily carried out when the mass 
is at either the upper or lower pole rather 
than in the true intrarenal location. 

Another supplementary method of study 
consists of pararenal air insufflation. This 
procedure can be safely and accurately done 
with a minimal amount of equipment. Three 
to five hundred cc. of an inert gas, such as 
helium, oxygen, or even room air, can be 
injected directly through the flank by means 
of a large needle and syringe into the para- 
renal spaces. Generally a good outline of the 
renal shadow or mass, if there be such, is ob- 
tained. This can be combined with pyelo- 
gram or other studies, if indicated (Fig. 3). 
More recently this method has been improved 
on by the use of the presacral route for injec- 
tion of the air. The advantage of this method 
over the direct pararenal air insufflation is a 
diffusion of the gas to both sides. Again this 
study can be used in combination with pyelo- 
grams if desired. Although this diagnostic 
procedure is, in many instances, of great value 
in ascertaining whether a mass is actually 
renal or a non-renal retroperitoneal tumor in 
the perirenal area, when actually dealing 
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with true renal masses, be they cystic or solid, sults. Thus, little differentiation can be made 
it is doubtful that it adds much knowledge _ in these instances just when it is most desired. 
that cannot be gained otherwise. Frequently, Perhaps the latest and potentially the most 
too, in the presence of renal disease there will accurate method of differential diagnosis in 
be adhesions as reaction from infection and the study of renal masses is the renal arterio- 
other disease processes in the perirenal tis- gram. This was popularized in this section of 
sues and a very poor diffusion of the gas re- the country by Drs. Doss* in Texas, Parke 


Fic. 1 


Renal cystogram. Approximately 30 cc. of contrast medium was injected directly into a large renal cyst of the right 
kidney. 


Fic. 2 


This represents a solid tumor of the left kidney. The second picture shows injection of contrast medium directly 
into the tumor mass. Compare with cyst in Figure 
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Smith® in Cincinnati, and Edgar Burns® in The patient is placed on the x-ray table in the 
New Orleans, as well as many others. This prone position and a scout film of the abdo- 
method is quite accurate and in the proper men is made. This is checked for position 
hands is very safe. We might take a moment and technic of the x-ray. At this time the pa- 
or two to discuss the technic of this procedure. — tient is given a small test dose of the opaque uy 


Fic. 3 


Wilms’s tumor with perirenal aid injection combined with retrograde pyelogram. 


Fic. 4 


Typical pattern of translumbar renal arteriogram with a solid tumor showing high vascularity associated with filling 
defect in the pyelogram. 
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medium to be used. The aortic puncture is 
then made using a six-inch 18-gauge needle 
passed through the skin at a point just below 
the border of the twelfth rib and at the lat- 
eral border of the longitudinal back muscles, 
approximately eight cm. to the left of the 
midline. The point of the needle is directed 
toward the twelfth thoracic or first lumbar 
vertebra. When this is encountered the point 
is withdrawn, depressed, the stylet of the 
needle removed and the needle is then passed 
directly into the aorta. Following this 10 to 
12 cc. of 70 per cent opaque medium is rap- 
idly injected into the aorta. A film is made 
as the last cc. leaves the syringe and a second 
film is made just as quickly as cassettes can 
be changed. The first film gives the arterio- 
gram (Fig. 4); the second a so-called nephro- 
gram which, in this instance, is in reality the 
venous phase of the arteriogram. The diag- 
nostic value is in the arterial pattern. Solid 
tumors generally have a puddling of medium 
in the area of pyelographic deformity, where- 
as, cysts are typically avascular. In our expe- 
rience the nephrogram adds little to our 
knowledge whether it is produced by aortog- 
raphy, as we have discussed, or by the rapid 
intravenous injection of opaque medium. At 
most, it opacities the renal shadow and in 
our experience gives little further informa- 
tion. 

In summary, we have discussed the various 
renal masses that present problems in differ- 
ential diagnosis. We have summarized the 
methods now at the disposal of the urologist 
for use in the diagnosis of these masses. 

In conclusion, we feel that correctly inter- 
preted pyelograms are probably the most im- 
portant diagnostic procedure used in distin- 
guishing these masses. However, there are 
cases in which pyelograms alone cannot give 
the correct answer. Aortography in our expe- 
rience, in selected cases, has been very helpful 
and frequently a deciding factor in the true 
diagnosis. In suspected renal cyst we believe 
that renal tap will occasionally preclude sur- 
gery. In closing, however, we should like to 
say that the final diagnosis, in spite of all the 
methods at our disposal for differential diag- 
nosis, may actually be found at the operating 
table. 
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CHANGES OF THE AXILLARY VEIN 
AFTER RADICAL MASTECTOMY* 


By P. E. Russo, M.D. 
J. M. Parker, M.D. 
and 
H. H. Marnews, M.D. 
Oklahoma City, Oklahoma 


It was observed several years ago that a 
patient who developed venous thrombosis of 
the arm following a radical mastectomy, failed 
to develop subsequent lymphedema of that 
arm after an elastoplast bandage was ap- 
plied continuously to the arm for a period of 
two months. This event was the beginning of 
an investigation to determine the cause of 
lymphedema in uncomplicated cases after radi- 
cal removal of the breast for malignant dis- 
ease. Consequently a series of 50 cases prophy- 
lactically treated this way after radical mastec- 
tomy were studied and reported.'| This con- 
vinced us that there was some merit to this 
method to reduce the incidence of swollen 
arms in such Cases. 


A review of the literature on the subject 
of lymphedema of the arm following radical 
mastectomy reveals that there are as many 
theories as there are authors on the subject. 
Some of the causes mentioned that produce 
this complication are blockage of the lym- 
phatics, sepsis of the wound, fat necrosis, ac- 
cumulation of serum pockets, pressure from 
scar tissue and postoperative irradiation. The 
only point agreed upon by most authors is 


*Read in Section on Radiology, Southern Medical Associ- 
ation, Forty-Seventh Annual Meeting, Atlanta, Georgia, Octo- 
ber 26-29, 1953. 

*From the University of Oklahoma School of Medicine, Uni- 
versity Hospitals. Departments of Radiology and Surgery, 
Oklahoma City, Oklahoma. 

*This study was made possible by a generous grant from Dr. 
John E. Heatley, Professor Emeritus of the Department of 
Radiology, University of Oklahoma School of Medicine. 
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recurrence or metastasis of the disease in the 
axilla. Ever since Halstead devised the radical 
mastectomy for treatment of cancer of the 
breast, a fairly high percentage of patients has 
developed a persistent swelling of the arm 
who show no evidence of recurrence of the 
disease regardless of whether postoperative ir- 
radiation has been given or omitted. 

It is our belief that lymphedema of the 
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arm may be due to changes of the axillary 
vein as a direct result of the axillary dissec- 
tion. During this procedure there is extensive 
manipulation of the axillary vein especially 
in detaching the numerous lymph nodes situ- 
ated in its immediate vicinity, plus ligation of 
its various tributaries especially the larger sub- 
scapular vein. As a_ result, inflammatory 
changes of the axillary vein may easily follow. 


Fic. 1 


M. S. Shows moderate distortion of axillary vein after operation with partial restoration of the vein to 
its normal size after five months. (A) Preoperative venogram, normal vein, venous pressure 60-110 mm.; 
(B) Postoperative eighteenth day, vein is moderately deformed and narrow, venous pressure 120-200 mm.; 
(C) Two months postoperatively, vein remains narrow, venous pressure 120-200 mm.; (D) Five months 


postoperatively, vein is larger, venous pressure 80-120 mm.; (E) Eight months postoperatively, vein 


still larger, venous pressure 90-120 mm. 
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Accompanying these changes in the vein a rise 
in vein pressure of the arm usually occurs. 
If this rise in venous pressure is of long du- 
ration, venous stasis develops and local extra- 
cellular and osmotic pressure system undergo 
changes which may no longer be reversible 
and edema of the arm becomes a permanent 
feature. 

Our technic for the study of this problem 
has been described in a_ previous article.* 
Briefly it consists of: 

(a) Venograms are done belore and alter 
surgerv and at intervals thereafter as long as 
12 to 18 months. 

(b) Venous pressures are recorded before 
and after operation with a water manometer, 
before and after exercise of the arm. 

(c) Arm measurements are taken of the up- 
per arm, lower arm and mid-forearm. 

All this can be done at one sitting. The 
arm measurements are taken, the venous pres- 
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sure is recorded and then a venogram is 
made. 

We have divided these cases in three cate- 
gories: 

(1) Cases treated by radical mastectomy; 
axillary lymph nodes were negative. 

(2) Cases treated by radical mastectomy and 
postoperative irradiation; axillary lymph 
nodes were positive. 

(3) Cases classified as inoperable and 
treated only by palliative irradiation to the 
breast and lymph node draining areas. 


At this time we wish to present the cases 
only in the first category in which a radical 
mastectomy was the only procedure. There 
are 15 cases in this group. The changes of 
the axillary vein as shown on the venograms 
are quite variable. There were five cases in 
which the axillary vein became completely 
obstructed following operation. In six cases 
the distortion of the lumen of the axillary 


Fic. 2 


S. A. To show moderate distortion of the axillary vein after surgery. (A) Preoperative venogram, 
normal vein, venous pressure 140-180 mm.; (B) Postoperative tenth day, axillary vein moderately dis- 
torted, venous pressure 180-200 mm.; (C) Postoperative fifth week, axillary vein looks larger, venous 
pressure 140-180 mm. 
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Fic. 3 


V. T. This case shows considerable constriction and distortion of the axillary vein after operation 
with complete restoration of its normal size within eight months. (A) Preoperative venogram, normal 
axillary vein; (B) Postoperative fourteenth day, axillary vein partially obstructed; (C) Postoperative 
eighth month, axillary vein normal size; (D) Postoperative 12 months, axillary vein remains normal size. 


Fic. 4 


L, D. The axillary vein became completely obstructed after surgery and failed to canalize when re- 
examined 12 months later. (A) Preoperative venogram, normal axillary vein; (B) Postoperative seventh 
day, axillary vein completely obstructed. 


433 


x 
+ 
“ 
w f 
5 
— ; = 4 
nme 
3 


14 SOUTHERN MEDICAL JOURNAL 


vein was of a moderate degree and in four 
cases of a mild nature. In most cases the ax- 
illary vein was restored to its normal caliber 
alter a period of three to four months. How- 
ever, in one case of axillary vein obstruction 
the vein has failed to recanalize after a period 
of a year. 

As a general rule the venous pressure taken 
after operation was higher by 40 to 100 mm. 
of H.O. The rise in venous pressure in most 
cases was very well correlated with the se- 
verity of the changes produced in the axillary 
vein, and these findings will be reported in 
a subsequent article. Our incidence of lymph- 
edema is being tabulated at the present time 
as these patients return for further studies. 
Since the best treatment at the present time 
for lymphedema of the arm is its prevention, 
all of these patients had elastoplast bandages 
applied to the arm continuously for two 
months after the operation. 
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The cases illustrated in this article are typi- 
cal of the changes we have noted of the axil- 
lary vein alter operation. In some cases these 
changes are of a permanent nature; however, 
in most cases the axillary vein will assume a 
normal appearance and caliber several months 
after the operation. It should be emphasized 
at this point that postoperative radiation was 
omitted in all of these cases. 

From these studies we have been able to 
draw the following conclusions. 

(1) After a radical mastectomy changes of 
the axillary vein can be demonstrated and 
this may vary from a mild degree of distortion 
to a complete occlusion of the axillary vein. 

(2) These changes are probably inflamma- 
tory in nature, thrombosis, phlebitis or throm- 
bophlebitis since in most cases the axillary 
vein may be restored to its normal caliber and 
appearance after a period of three to four 


Fic. 5 


O. W. Complete obstruction of the axillary vein after operation with recanalization of the vein 
after seven months. (A) Preoperative venogram, axillary vein normal, venous pressure 120-140 mm.; 
(B) Postoperative eighth day, axillary vein completely obstructed, venous pressure 200-280 mm.; (C) 
Postoperative one month, axillary vein still obstructed, venous pressure 180-240 mm.; (D) Postoperative 
three months, axillary vein partially canalized, venous pressure 160-200 mm. At seven months the 


vein could be fairly well visualized and venous pressure was 150-180 mm. 
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Fic. 6 


F. D. Complete obstruction of axillary vein after operation with recanalization of the vein after three 
months. (A) Preoperative venogram, axillary vein normal, venous pressure 110-150 mm.; (B) Post- 
operative seventh day, axillary vein completely obstructed, venous pressure 160-200 mm.; (C) Post- 
operative three months, axillary vein recanalized, venous pressure 150-170 mm. 


months. Since all of these cases were prophy- 
lactically treated with elastoplast bandages we 
are unable to say whether or not the axillary 
vein would be restored to its normal size in 
that period of time if the bandaging proced- 
ure had been omitted. 

(3) The rise in venous pressure as a rule 
closely follows the degree of changes seen of 
the axillary vein after operation. After three 
to four months the axillary vein begins to as- 
sume its normal appearance and a drop in 
venous pressure occurs. In those cases in which 
the vein remains permanently deformed or 
occluded the venous pressure remains elevated. 


(4) We are becoming more convinced that 
lymphedema of the arm and changes of the 
axillary vein have a very close relationship. 
If prophylactic bandaging of the arm gives 
the axillary vein a better opportunity to re- 
cover after operation then it is a worth while 
procedure to reduce the incidence of lymph- 
edema of the arm after radical mastectomy. 
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DISCUSSION (Abstract) 


Dr. Ted F. Leigh, Atlanta, Ga—Dr. Russo and his 
associates have made a distinct contribution to our 
understanding of lymphedema of the arm following 
radical mastectomy for carcinoma of the breast. 

I am particularly impressed with their findings that 
venous arm pressures closely correlate with the degree 
of axillary vein obstruction demonstrated by the veno- 
grams, the obstruction being on the varied bases which 
he has enumerated. 

I can visualize also the effect of the elastoplast band- 
ages which may prevent this high intravenous tension 
from manifesting itself extravenously in the arm. 

It would seem that this obstruction is of an acute 
nature, as the paper suggests, and that sufficient time 
is not permitted for the development of anastomotic 
channels through the brachial and cephalic veins. 


I can visualize slow obstructions which might occur 
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in the second and third categories described by Dr. 
Russo, that is, in both the operable and inoperable 
cases where the axillary lymph nodes were positive. 

I should welcome some further discussion on this 
from the author, and ask whether he has ever seen 
a significant dilatation of the cephalic veins in the 
shoulder area, in any of his cases, sufficient to cause 
no increase in pressure at all, or sufficient to reduce 
the pressure to normal. 

There are one or two other questions that [I should 
like to ask. 

First, have the authors had occasion to conduct any 
control experiments relative to the lymphedema which 
occurs in the arm, wherein no bandaging of the arm 
was done, but venography positively identified either 
some degree of obstruction in the axillary vein, or 
complete obstruction? 

In other words, would the lymphedema, in his ex- 
perience, be far greater than any which might occur 
with the bandaging process itself, which evidently 
reduces it almost to a negligible amount? 

Second, has he used any methods other than the 
application of the elastoplast bandage to the arm to 
prevent lymphedema, such as heat, controlled exer- 
cises, position of the arm, and so forth? 


The authors say that the prevention of lymphedema 
by bandaging the arm was a chance discovery. Perhaps 
this will never have the far reaching results of some 
other chance discoveries, such as Benjamin Franklin’s 
discovery of electricity, and Charles Goodyear’s vulcan- 
ization process for rubber, or even those of a man 
named Wilhelm Conrad Roentgen; but, certainly, it 
is another weapon in the radiotherapist’s armamen- 
tarium for better patient care. 


Dr. James G. Clark, Atlanta, Ga—Has Dr. Russo 
done venograms on any of the long-swollen arms 
which may have been present for a year or two, to 
see what is happening there? 


Dr. Gerard Raap, Miami, Fla—Would Dr. Russo 
please give us a little more detailed information upon 
the venous pressure. His figures sounded rather vari- 
able to me. 


Dr. Neal F. Yeomans, Waycross, Ga.—Has Dr. Russo 
had any experience in using the elastic bandage on a 
long-standing lymphedema of an extremity, which has 
perhaps been present for a year or more? Was there 
any beneficial effect from it? 


Dr. Russo (closing)—We tried bandaging cases ol 
lymphedema. I believe that it has not proven bene- 
ficial. In other words, once the lymphedema has devel- 
oped it is permanent. Although you reduce it tempo- 
rarily by the bandaging, it returns, when the bandage 
is removed. 


About the venous pressure, I do not know that I 
understood the question well. Perhaps I should ex- 
plain how it is done. 


The intravenous needle is introduced, and it is 
hooked up with a water manometer. With the arm at 
rest, venous pressure is taken; then the patient is 
permitted to open and close the hand and flex the 
wrist for a minute. This is the pressure recorded after 
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exercise. This same procedure is followed when she 
returns later for follow-up examinations. 

I cannot answer all the questions on venous pres- 
sures. We have just completed charting all the cases 
and there seems to be some discrepancy in some cases. 
I do not know what we are going to say about them, 
except to report them. Perhaps somebody else can 
figure out what is happening. 

I shall limit myself to the statement that we have 
noticed a definite rise after operation, which is vari- 
able; however, the rise of venous pressure corresponds 
fairly well with what happens to the axillary vein. 
In other words, if we get a case of obstruction, the 
rise is higher; if we get a case where there is minimal 
change, the venous pressure rises less. 

I believe I have understood this question properly. 
If not, I hope you will correct me. Have we done 
these studies in cases of lymphedema, in which the 
patient had had no operation and had an inoperable 
axillary metastasis. 

We had five cases in that category. I have here 
slides, of two cases in which the axillary vein was 
obstructed and the patients had lymphedema of the 
arm due to disease in the axilla. We gave them x-ray 
therapy in the order of about 2,400 roentgens spread 
over a period of about twelve days, a field 12 by 12 
cm., 200 a day, using 200 kv. A venogram before radia- 
tion therapy was started showed obstruction of the 
vein. 

Then we did a venogram two months after the 
x-ray therapy was completed. The axillary vein then 
could be visualized, though it was still narrow. 

We took another venogram two months later, and 
then we could see the axillary vein very nicely, and 
there was a fall in venous pressure. When the disease 
recurred in the axilla, the axillary vein again became 
blocked. 

That was very interesting to me, of course, particu- 
larly because, as you know, we are blamed for lymph- 
edema in many cases after x-ray therapy. We have 
shown in our cases that we reduced the swelling of 
the arm, lowered the venous pressure, and opened up 
the axillary vein after x-ray therapy. 

Someone asked about contrast media. We have used 
anything which was available. We have used sodium 
iodomethamate; also 30 per cent iodopyracet. We use 
the same materials we use for intravenous pyelography. 

About spasm, we take five films on the Fairchild 
camera. I believe spasm does not play a role in this 
procedure. 


Dr. Joseph C. Bell, Louisville, Ky—I should like to 
ask Dr. Russo whether venograms have been made in 
individuals in whom postoperative edema had _per- 
sisted for a year or more. If so, what were their find- 
ings from the vascular standpoint? 

Dr. Russo.—We have tried this procedure in three 
cases; and, of course, we picked out the worst cases. 
We had difficulty in finding a vein for injection. 


We did not learn very much. Perhaps we picked 
cases which had too much lymphedema; perhaps we 
ought to try some cases with just moderate lymph- 
edema. 
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METASTASIS OF MALIGNANT 
MELANOMA FROM LEG TO ORBIT* 
CASE REPORT 


By Atston CALLAHAN, M.D. 
Birmingham, Alabama 


A large mass developed in the right gastrocnemius 
of a thirty-eight-year-old man. Surgical exploration in 
January, 1950, disclosed that the mass was a lymph 
node, and the diagnosis of metastatic malignant mela- 
noma was established by histopathologic study. A pri- 
mary lesion of the leg could not be found by caretul 
clinical re-examination, though there were several 
plantar calluses under which a lesion could have been 
located. The leg swelled greatly in size, and palliative 
treatment was given. 

Fight months later in October, 1950, another gen- 
eral surgeon, unaware of the malignant nature of the 
condition, thought that the patient had received an 
injection of a cicatrizing solution in his right saphe- 
nous vein, and believed that the diagnosis was a_ bi- 
zarre reaction from it. He treated the leg with firm 
bandages for four months and then, in January, 1951, 
to relieve the severe pain of the right calf and leg, 
resected completely this vein and its tributaries up to 
the junction with the femoral vein. The vein was 
enormously distended with what appeared to be 
organized clots and a chocolate colored powdery sub- 
stance. At operation it seemed that this powdery ma- 
terial extended into the femoral vein and appeared to 
go upward into the iliac vein and vena cava. Further 
resection was not attempted. Through error, the tissue 
removed and the powdery substance were not sent for 
pathological study. 

The pain ceased in the leg, but seven days after 
the operation the right eye developed burning and 
itching, and the vision of the right eye became blurred. 
Proptosis of the right eye began a week later, and 
progressed slowly. A general physical examination at 
this time disclosed as the only positive points several 
1-2 cm. firm masses just beneath the skin of each 
flank. The right leg was still swollen and tender in 
various areas, but it finally healed. 

Our first examination of this patient was on March 
15, 1951. There was extreme pain in the right orbital 
region, marked proptosis and the conjunctiva was 
chemotic and edematous (Fig. /). The right pupil was 
dilated but reacted to light and accommodation. The 
media were clear, and there was a slight brownish 
pigmentation of the macula. The position of the right 
eye was fixed, and it could not be rotated. The left 
eye was normal. 

On March 16, 1951, a Kroenlein resection of the 
right lateral orbital wall was performed. A_ large 
amount of liquid and semi-liquid greenish, greyish and 
black material was encountered. A number of small 
and large rubbery black fragments were removed. 
However, the orbit was only partially emptied of the 
pathological material, for removal of all melanomatous 
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Metastasis of malignant melanoma from leg to orbit. 


particles could not be accomplished without destruc- 
tion of the optic nerve and extraocular muscles. ‘The 
right globe was mildly proptosed after closure of the 
operative incision. 

The severe orbital pain immediately subsided. The 
tissue diagnosis was confirmed by the Armed Forces 
Institute of Pathology. 


Death occurred May 24, 1951. 


THE VALUE OF THE FLUOROSCOPE 
IN THE REMOVAL OF FOREIGN 
BODIES FROM THE AIR PASSAGES, 
THE ESOPHAGUS, STOMACH AND 
DUODENU M* 


By Murvock Equen, M.D. 
GrorceE Roacu, M.D. 
Rosert Brown, M.D. 

and 
Truetr M.D. 
Atlanta, Georgia 


At the turn of the century when a metallic 
foreign body was aspirated into the windpipe 
and it could not be coughed up by the pa- 
tient, even when the trachea was _ widely 
opened and tickled with a feather to produce 
violent coughing, the accident usually re- 
sulted in a prolonged period of ill health 
and later in death. When such an object was 
swallowed, frequently it would pass on 
through the intestinal tract, but it might be 
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held up in the esophagus to interfere with 
further swallowing; if it cleared the esopha- 
gus, it might remain in the stomach or be- 
come lodged in the duodenum. Sometimes it 
was possible to remove the foreign body by 
means of an incision through the abdominal 
wall before it had caused great damage, but 
all too often the swallowed object caused 
death. 


When endoscopes small enough to be in- 
serted from above were made and the light- 
bulb was placed by Jackson at the distal end 
of the instrument, it became possible to re- 
lieve many of these victims. By the time of 
World War I the American Bronchoscopic 
Society had been formed, and soon many spe- 
cialists were devising instruments to aid in 
the removal of foreign bodies. 

One of the early uses of the tluoroscope, 
long before the perfection of the present day 
machine, was as an aid in the withdrawal of 
radiopaque foreign bodies. The biplane fluor- 
oscope was fashionable a few years ago and 
recently a stereoscopic fluoroscope has been 
placed on the market. 

Roentgenograms, both postero-anterior and 
lateral, are done routinely in the diagnostic 
workup, but immediately before introducing 
the scope one should check the patient fluoro- 
scopically to be sure the article has not 
changed its position. We have observed a 
child cough up a nail from a bronchus while 
going under an anesthetic only to swallow it 
before the operation was begun. 


It is quite possible when a large foreign 
body is lying in the trachea, to see it by direct 
vision as soon as the laryngoscope is inserted 
and to remove it without further ado. How- 
ever, the object is more often down beyond 
the range of direct vision, and it may be ob- 
scured by granulation tissue in the bronchus 
above it. In such cases the fluoroscope is in- 
dispensable in approaching the foreign body 
with either the magnet or forceps introduced 
through the bronchoscope. 

The majority of radiopaque corpora in the 
tracheobronchial tree, though by no means 
all, are magnetic. It is well by the use of the 
Berman locater to determine in advance 
whether it is. When it is, we routinely use a 
straight Equen magnet fixed to a ureteral 
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catheter. The heavier the magnet the stronger 
the pull, but when we are after a straight pin 
at the base of the lung, for example, we may 
use a magnet no more than 3 mm. in diameter. 
It may be remarked that it is not absolutely 
necessary to establish direct contact between 
the magnet and pin because of the extent of 
the magnetic field. 

When an open safety pin is swallowed, of 
necessity the point is up. It cannot therefore 
be pulled straight back up without the point’s 
perforating the esophagus, not only perfo- 
rating it, but tearing it badly. Among the 
early methods for extracting the pin after in- 
serting the esophagoscope, were attempts to 
close the pin in the esophagus, or to cut the 
pin at the spring. Both were such difficult 
procedures that they were rarely successful. 
The most common method was to grasp the 
pin at the spring with forceps and to lead it 
down into the inflated stomach, there, under 
fluoroscopic guidance to reverse the pin and 
then to withdraw it back up into the esopha- 
gus, the point harmlessly trailing. The ob- 
jection to this method was the difficulty in 
reversing the pin. When a magnet on a flexi- 
ble catheter is introduced into the esophagus, 
the procedure is essentially the same but it 
is much easier to accomplish. If difficulty is 
experienced in reversing the pin, the magnet 
can be withdrawn, stripping the pin at the 
cardia (the pull of the magnet is not strong 
enough to cause perforation of the wall of 
the stomach), to insert it again. But it is al- 
ways necessary to have the guidance of the 
fluoroscope. 


If a magnetic radiopaque object has en- 
tered the stomach, one may use a mounted 
straight magnet, or better, a curved one to fish 
for it in the inflated stomach under fluoro- 
scopic guidance. In recent years, however, we 
have preferred to have the patient swallow 
a curved magnet attached to an opaque string 
so that traction may be headed in the direc- 
tion of the long axis of the magnet. With the 
patient on his back, the foreign body will fall 
to the lowest part of the stomach, that is, the 
fundus, and when the magnet enters the stom- 
ach, gravity will pull it to the same part. It 
therefore takes but a few moments for the 
magnet to attract the foreign body, and if the 
fluoroscope shows that the position of the 
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nail or whatever it is, is suitable, both magnet 
and article can be drawn back up the esoph- 
agus. 

If a nail, screw or bobby pin is in the duo- 
denum, as evidenced by its stationary posi- 
tion, usually across the spine, regardless of 
whether the patient is tilted to the left or 
not, it takes longer, perhaps hours for con- 
tact to be established. In the case of small 
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Bobby pin in right main stem bronchus in contact with 
straight magnet fixed to a ureteral catheter. 


Fic. 2 


Open safety pin in inflated stomach, held by magnet with the 
point trailing, the ideal position for removal. 
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children, their hands must be fixed so that 
they cannot pull out the string and attached 
magnet. Older children can tell when the 
magnet strikes the foreign body, but, even so, 
frequent fluoroscopic checks are necessary. 
Steady, gentle traction will pull out the for- 
eign body. If an open safety pin has gotten 
into the duodenum, however, again the spring 
is leading and it is impossible to use a semi- 
flexible mount for the magnet or to inflate 
the duodenum. In such cases, therefore, prob- 
ably it is best to cut down at once. 

When a magnet is used on a ferrous foreign 
body, in about 99 per cent of the cases, we 
can extract it with a monoplane tluoroscope. 
When it is lodged in one of the smaller 
bronchi and forceps are used, the biplane 
fluoroscope may be necessary. We have had 
no experience with the stereoscopic {luoro- 
scope recently recommended by Dr. Alden 
Miller of Los Angeles. Certainly, however, this 
instrument offers challenging possibilities. 

In the ten years that we have been using 
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Curved magnet mounted on flexible wire having been pushed 
into the stomach, to make contact with the screw. 
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The curved magnet, attached to a radiopaque string, was 
swallowed by the child. Entering the stomach, it passed to 
the fundus where it has established contact with a straight 
pin. 


A swallowed magnet attached to a radiopaque string has met 
a nail in the second portion of the duodenum. 
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Again a swallowed magnet has overtaken a foreign body, 
bobby pin, now in third portion of the duodenum. 

the magnet, in only three cases have we failed 
to recover the foreign body. In the first case 
a straight pin in a terminal bronchiole was 
removed by means of an incision through the 
chest wall by a thoracic surgeon. In a similar 
case, the child being without symptoms, his 
father refused to permit open operation. In 
the third, a bobby pin was embedded in the 
third portion of the duodenum and after 
three magnets had been arrested there, the 
abdomen was opened and the pin and mag- 
nets were removed by a general surgeon. At 
the time of the operation two of the magnets 
were in the free peritoneal cavity. 


SUMMARY 


The simplest and safest way to remove a 
ferrous foreign body from the tracheobron- 
chial tree or upper gastrointestinal tract is by 
the use of the proper magnet under fluoro- 
scopic guidance. It is therefore suggested to 
parents of small children that they purchase 
only magnetic straight pins, safety pins and 
bobby pins. 
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TREATMENT OF POSTPHLEBITIC 
SEQUELAE* 


By ALTON Ocusner, M.D. 
New Orleans, Louisiana 


Venous thrombosis, which is increasing in 
spite of the various measures instituted to 
prevent it and control it, is of significance 
not only because of the inconvenience and 
danger occasioned by the acute process, but 
also because of sequelae which often are dis- 
abling and incapacitating. As has been previ- 
ously emphasized,' ? it is essential in the con- 
sideration of venous thrombosis to differenti- 
ate thrombophlebitis and phlebothrombosis, 
since these two types of venous thrombosis 
are different from the standpoint of their 
mode of production, clinical manifestations, 
treatment and the production of sequelae. 
Generally thrombophlebitis does not kill and 
in the typical case of phlegmasia alba dolens 
there is little danger as regards life. The prin- 
cipal exception to this is the individual who 
has thrombophlebitis in which as a result of 
liquefaction of the clot a fatal septicemia can 
result. On the other hand, phlebothrombosis 
which produces relatively few manifestations 
is a potentially fatal disease but it is usually 
accompanied by few or minimal sequelae 
which are disabling if the patient does not 
die as a result of the original phlebothrom- 
botic process. A pulmonary infarction usually 
heals and only rarely, unless the embolus is 
infected, which it seldom is in phlebothrom- 
bosis, does pulmonary suppuration occur. On 
the other hand, thrombophlebitis is usually 
followed by definite sequelae which, as previ- 
ously mentioned, can be disabling and even 
incapacitating. It must be emphasized at the 
outset that most, if not all, of the sequelae 
which follow thrombc phlebitis are prevent- 
able and after the irstitution of adequate 
therapy during the active phase of thrombo- 
phlebitis, relatively few undesirable sequelae 
will follow. 


The postphlebitic sequelae are edema, re- 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26- 
29, 1953. 


*From the Department of Surgery, School of Medicine, Tu- 
lane University and the Ochsner Clinic, New Orleans, Lou- 
isiana. 
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current streptococcic infection, dermatitis and 
ulceration, and elephantiasis. All of these se- 
quelae can be present in a given individual 
but usually there is a definite progressive se- 
quence of events in their development. Edema, 
which is almost invariably an accompaniment 
of acute thrombophlebitis, is the most fre- 
quent postphlebitic sequel. As has been pre- 
viously demonstrated, the edema in acute 
thrombophlebitis is partly due to increased 
venous pressure because of the thrombus 
within the deep veins, but it is also largely 
due to vasospasm. It has been demonstrated 
that the institution of vasodilatation during 
the acute phase results in prompt subsidence 
of the edema and the restitution of normal 
function. In the patient with phlebothrom- 
bosis, in whom vein ligation has been done, 
particularly if the superficial femoral veins 
have been ligated, edema may follow. The 
edema is apparently not due to the ligation 
of the vein because in many instances in 
which venous ligation of either the superficial 
femoral or the vena cava has been done there 
is no edema whatsoever. It is our opinion that 
the persistent edema is more dependent upon 
the underlying process for which the vein li- 
gation was done than upon the vein ligation 
itself, and if there is relatively little inflam- 
matory process within the vein the ligation 
if followed by an edema is at most only tem- 
porary. 

Persistent edema as a sequel is usually the 
result of inadequate therapy during the acute 
process of thrombophlebitis and in many in- 
stances is due to persistent vasospasm. In con- 
tradistinction to the acute phase of throm- 
bophlebitis in which there is evidence of vaso- 
spasm as illustrated by the coldness of the 
extremity and the whiteness as indicated in 
the designation phlegmasia alba dolens, the 
vasospasm which exists in persistent post- 
phlebitic edema is less evident. There is no 
blanching and no decrease in temperature. 
On the other hand, vasospasm can be dem- 
onstrated by the improvement which follows 
interruption of the sympathetic impulses. In 
addition to vasospasm, other causes of post- 
phlebitic edema are venous stasis due to in- 
competence of the valves in the superficial 
and the deep veins and an incomplete recanal- 
ization of the thrombosed vessel associated 
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with severe perivenous cicatrix. The patient 
usually gives a story of having swelling of the 
extremities, particularly after having been on 
the extremities for a number of hours, and 
that during recumbency, particularly at night, 
when the extremities are elevated or at least 
are on a level with the rest of the body, the 
swelling disappears. In addition to this, there 
is usually tenderness and spontaneous pain. 
Almost without exception patients volunteer 
the information that they have considerable 
difficulty in standing or even sitting but that 
they are relieved when they walk, a fact which 
is of significance from the standpoint of treat- 
ment. 

On physical examination there is pitting 
edema and almost invariably tenderness, 
which may be along the course of the veins 
but is frequently a diffuse and generalized 
tenderness of the lower extremities. The ten- 
derness may extend up the antero-medial as- 
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Postphlebitic varicosities, dermatitis, and ulceration in a 
47-year-old man. On the right leg is a recurrent ulcer with 
considerable fibrosis of the surrounding skin. On the left 
leg there is a rather large area of induration of the skin, 
but not so great as on the right leg. 
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pect of the thigh to the region of the fossa 
ovalis. The edema is soft and pits readily; it 
is not the brawny induration which is asso- 
ciated with other sequelae which will be de- 
scribed later. The peripheral pulses may be 
difficult to obtain due to diminished pulsa- 
tions because of vasospasm, or because of the 
swelling produced by the edema. 


TREATMENT 


Swelling of an extremity due to edema 
should never be disregarded and the physician 
should never reassure a patient that edema is 
of no significance. Edema is a potentially seri- 
ous condition because edematous fluid is an 
ideal culture medium for the growth of strep- 
tococci and may be responsible for the devel- 
opment of recurrent erysipeloid infections, 
another postphlebitic sequel which will be 
subsequently described. Because vasospasm is 
frequently associated with postphlebitic ede- 
ma, it is imperative that patients avoid all 
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Results following excision of the superficial varicosities, 
ligation of the communicating veins, excision of the dis- 
eased tissue on both legs, and skin grafting. Photograph 
was taken three weeks after Figure 1. 
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vasoconstrictor influences. They must refrain 
from smoking, they must avoid exposure to 
cold, and they must control their emotions. 
All of these are at times difficult to do, but it 
is of importance that the physician emphasize 
to the patient the necessity of avoiding these 
factors which cause vasospasm and which will 
aggravate and cause a persistence of post- 
phlebitic edema. 

Much can be accomplished by adequate 
support of the extremity, which is best done 
by elastic bandages. Many patients prefer elas- 
tic stockings because a better looking result 
is obtained. An elastic stocking which has 
been fitted to the extremity is good support 
as long as it is new, but all rubber stretches 
and before very long, as a result of the stretch- 
ing of the stocking, the support is not ade- 
quate. It is for this reason that we much pre- 
fer the use of elastic bandages (the Ace No. 8 
bandage), because although the rubber in the 
bandages stretches also, by applying the band- 
age each day one is able to compensate for 
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Photograph of same patient shown in Figures 1 and 2 
taken four months after Figure 2. 
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the stretch. It is imperative that the bandages 
be applied while the patient is in bed, before 
arising in the morning, and that they not be 
removed until he retires at night. The patient 
should be instructed to take his bath at night. 
It is important that the bandages be applied 
carefully, beginning at the metatarsalphalan- 
geal joints and extending up to the knee. A 
good deal of the bandage should overlap in 
order that ridges which are painful may be 
avoided. 

In simple cases of edema, these two simple 
procedures, namely, avoidance of the vasocon- 
strictor influences and the use of compression 
bandages, are all that is necessary. Because 
standing in the relaxed position and sitting 
with the leg flexed at the knee predispose to 
lymphedema it is imperative that the patient 
be instructed to assume these positions as lit- 
tle as possible. When he is on his feet he 
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Elephantiasis of the right lower extremity as a result of re- 
current erysipeloid infection in a patient who had had 
thrombophlebitis many years previously and who was al- 
lowed to have persistent edema. A _ previous attempt at 
excision of the fibrotic tissue had been made, but unfor- 
tunately adequate follow-up had not been employed to pre- 
vent recurrence of the erysipeloid infection. 
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should either be walking, and it is essential 
that he walk a mile or two a day since the 
pumping action of the skeletal muscles is an 
excellent factor in the movement of lymph, 
or, if he has to stand, he should frequently get 
up on his toes. In this way, by contracting the 
calf muscles, a muscular pumping action can 
be obtained similar to that of walking. Dur- 
ing sitting it is desirable for the patient to 
put the foot on a stool, so that the relaxed 
leg is not in a more dependent position than 
the rest of the body. 

In patients with severe edema it is essential 
that frequent rest periods, at least every 2 to 
4 hours during the day, with the lower ex- 
tremities elevated above the head be resorted 
to. The length of time that one assumes the 
inverted position need not be long, 15 to 30 
minutes, but it is far better to do this 2 or 
3 times during the day than for a much longer 
period at one time. 

Occasionally sympathectomy is of real bene- 
fit in the treatment of postphlebitic edema. 
We do not agree with Linton* that sympathec- 
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tomy in the selected case does harm; on the 
contrary we are sure that it is of definite bene- 
fit. It is of benefit in the individual in whom 
there is a good deal of vasospasm and in 
whom, as a result of the vasospasm, the edema 
persistence is favored. It is also of value in 
producing anhidrosis of the lower extremi- 
ties, a factor which is of importance in the 
prevention of fungous infections of the feet. 
However, we have found that in most patients 
with postphlebitic edema the avoidance of the 
vasoconstrictor influences described above is 
all that is necessary, and the radical procedure 
of lumbar sympathectomy need not be re- 
sorted to. 

Another not infrequent postphlebitic se- 
quel is recurrent streptococcic infection. This 
sequel is particularly likely to occur in the 
South, where we have warm weather for 
longer periods of time than in the northern 
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Figures 5 and 6. Photograph of patient shown in Figure 4 
five months following extensive excision of fibrotic sub- 
cutaneous tissue on the lateral aspect only. This patient 
has remained well since this procedure. 
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areas. Undoubtedly the higher incidence of 
recurrent streptococcic infections in the South- 
ern states is due to the fact that because of 
greater perspiration, more fungous infections, 
particularly epidermophytosis of the feet oc- 
cur. The epidermophytosis can serve as a por- 
tal of entry for streptococci. As mentioned 
previously, the high protein content of edema- 
tous fluid is an ideal culture medium for 
streptococci and it is for this reason that 
edema is a potential hazard, although a portal 
of entry for the streptococcus is necessary. In- 
jury to the skin unassociated with the fungous 
infection also may be a portal of entry for the 
streptococci. Recurrent erysipeloid infection 
is characterized by itching and burning of the 
extremity, usually associated with a chilliness 
and followed by fever. There is intense red- 
ness in the area of the infection and the swell- 
ing is invariably increased. The degree of 
toxicity varies considerably, from extreme tox- 
icity to very mild manifestations. Aside from 
the undesirable manifestations accompanying 
the acute inflammation, recurrent streptococ- 
cic infection is undesirable because of the fi- 
brosis of the skin and subcutaneous tissue 
which always follows each streptococcic infec- 
tion and which if allowed to progress will 
ultimately lead to elephantiasis. In this way 
a chain reaction is set up: edema predisposes 
to streptococcic infection, which causes depo- 
sition of subcutaneous fibrous tissue and, if 
repeated, produces elephantiasis. 


Recurrent streptococcic infection, like most 
postphlebitic sequelae, is preventable. If there 
is adequate control of edema, which is essen- 
tial for the growth of streptococci, infection 
does not occur. Therefore, all the measures 
used to control edema must be employed. 
Compression bandages must be worn and, if 
vasospasm is a factor, vasodilatation is of im- 
portance. Although edema furnishes the cul- 
ture medium for the growth of streptococci, 
it is necessary also to prevent the introduction 
of streptococci. This can be done by control- 
ling or preventing fungous infections of the 
extremities. The careful toilet of the feet, 
drying them meticulously after each bath, 
and the use of a satisfactory fungicide, such 
as desenex,® will usually prevent and control 
epidermophytosis. It is equally important that 
patients be warned to avoid injury to the ex- 
tremity if any edema is present. In the indi- 
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vidual who has streptococcic infection, active 
antibiotic therapy is of utmost importance 
during the acute phase of infection and the 
patient should be kept quietly in bed. The 
antibiotics which are of value are penicillin 
and the sulfonamides. In the individual who 
has had a previous streptococcic infection or 
who has had repeated streptococcic infections, 
there is a danger of recurrence of the infec- 
tion and all the measures taken to prevent 
fungous infection and edema must be con- 
trolled. In addition to this, they should be put 
on antibiotic therapy over a period of time. 
It is our policy to use gantrisin® | gram, 3 
times a day for a week out of each month. 
This is continued for a period of at least 6 to 
12 months, during which time the underlying 
infection can be satisfactorily controlled. 

Rarely it is desirable to perform a sympa- 
thectomy in the individual in whom there is 
evidence of vasoconstriction; and, incident- 
ally, the sympathectomy by producing anhi- 
drosis greatly favors the control of fungous 
infection. 

Not infrequent complications of postphle- 
bitic sequelae are varicosities, dermatitis and 
ulceration. Partly as a result of the inflamma- 
tory process involving the vein wall and pro- 
ducing changes in it, together with changes 
in the valves of the vein, dilatation of the 
superficial veins occurs. In such instances 
there is almost invariably an incompetence of 
the valves not only in the superficial veins 
but also the communicating veins as well. Be- 
cause of this there is venostasis and derma- 
titis occurs. If allowed to go on without relief 
by compression or by correction of the under- 
lying varicosities and their incompetent valves, 
ulceration in the classical location, namely 
just above the internal malleolus, is likely to 
result. There is usually a great deal of indur- 
ation of the skin and subcutaneous tissue, and 
the skin is brawny. There is a good deal of 
pain in the ulcer and it is persistent. The 
treatment of varicosities, dermatitis and ulcer- 
ation consists of the use of compression band- 
ages. Since many of these patients have an 
associated streptococcic infection it is desir- 
able to give antibiotics, particularly gantri- 
sin,® over a period of time. They should be 
instructed to stay off their feet as much as 
possible, but when in the upright position, 
should be contracting their muscles in order 
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to favor the movement of lymph. After the 
acute manifestations have subsided, during 
which time not infrequently the ulcer will 
heal, radical extirpation of all the superficial 
varicosities should be accomplished by strip- 
ping of the long saphenous vein and removal 
of all the other varicosities, together with li- 
gation of the communicating veins. If there 
is evidence of excessive venous pressures it is 
desirable that ambulatory venous pressures be 
obtained. If following obliteration of the su- 
perficial veins with a tourniquet the ambula- 
tory pressures are increased, extirpation of the 
superficial veins is contraindicated. At one 
time we advocated and performed ligation of 
the superficial femoral vein in these cases, but 
we have abandoned this method of therapy 
because we are convinced that this procedure 
is bad and that ligation of the deep veins 
should be used only as a life-saving procedure. 
As has been previously shown by us,*® liga- 
tion of the deep veins, particularly in indi- 
viduals who have postphlebitic edema and 
varicosities, produces tremendous increases in 
venous pressure which ultimately do harm. 

In patients with ulceration or in whom 
there is marked fibrosis of the skin as a result 
of previous inflammation or ulceration, exci- 
sion of the ulcer and abnormal skin followed 
by grafting is of importance. In these in- 
stances, almost without exception, a prelimi- 
nary sympathectomy is done, not primarily 
with the idea of relieving the edema but to 
increase the blood flow to the area in order 
to facilitate the healing of the skin graft. This 
regimen, which we have been using now for 
approximately 5 years, has given excellent re- 
sults (Figs. 1, 2 and 3). 

A final postphlebitic sequel, which fortu- 
nately is rare, and which, like most of the 
other sequelae, is preventable, is elephantiasis. 
As mentioned previously, as a result of the 
infection of the skin and subcutaneous tissues 
by recurrent streptococcic infection, there is 
deposition of a great deal of scar. If this is 
allowed to persist, ultimately the subcutane- 
ous tissue will be replaced largely by scar and 
there will be tremendous thickening of the 
subcutaneous space, partly because of the scar, 
but also because of the entrapped tissue fluid 
which is enclosed within the fibrous tissue 
septa. This swelling, in contrast to the ordi- 
nary postphlebitic edema, does not subside 
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when the patient assumes the recumbent posi- 

tion but persists even after the patient has 

been in bed for some time. The extremity be- 
comes enormously enlarged and there is in- 
variably a story of repeated attacks of strepto- 

coccic infection. The patient complains of a 

good deal of discomfort in the extremity and 

a great sense of weight. Unfortunately, noth- 

ing short of a radical extirpation of all the 

fibrotic and edematous subcutaneous tissue 

is of any value in the treatment of such a 

patient. It must be reemphasized, however, 

that this condition is preventable and if the 
edema and portal of entry, such as injury or 
epidermophytosis, had been controlled, strep- 
tococcic infection would not occur and ele- 
phantiasis would not result. Before resorting 
to surgical extirpation of the fibrotic subcu- 
taneous tissue, the patient should be put on 

a conservative regimen consisting of antibi- 

otics (gantrisin® | gram, 3 times a day) for 

a period of months. Any fungous infection of 

the extremity should be satisfactorily con- 

trolled and only after a rigid preoperative 
regimen should surgery be attempted. 

The operation, which is a modification of 
the Kondoleon operation, consists of the com- 
plete removal of all the subcutaneous tissue 
down to and including the fascia. It is usually 
done in two stages, removing all of the fi- 
brotic subcutaneous tissue on one side of the 
extremity, extending half way around the 
circumference of it. Usually 6 months later, 
an operation is completed on the opposite 
side of the same extremity. In this way the 
entire subcutaneous tissue which is distinctly 
abnormal will have been removed and the 
skin reapplied as a full thickness graft on the 
underlying muscle. Although the operation is 
a tedious and a long one, the results are quite 
satisfactory, but never so good as the results 
are if the condition is prevented (Figs. 4, 5 
and 6). 
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DISCUSSION (Abstract) 


Dr. George D. Lilly, Miami, Fla—Many ot the more 
serious post-thrombophlebitic sequelae may be attrib- 
uted to the unjustified optimism toward the patient 
during the acute stage of thrombophlebitis. Many ot 
these patients are put to bed for a few days, or per- 
haps are told, in a haphazard fashion, to use an elas- 
tic bandage, and are assured that the condition will 
clear up of its own accord. It is most important that 
considerable time be spent in acquainting the patient 
with the gravity of the disease, its possible complica- 
tions, and the probability of serious sequelae if con- 
scientious early treatment is not carried out. It is im- 
portant to explain to the patient the rationale of ele- 
vation and compression; it is also important to impress 
upon the patient the necessity for prolonged observa- 
tion to prevent the development of undesirable late 
sequelae. One must be sure that the patient obtains 
the proper type and width of elastic bandage, that is, 
one which is reinforced with rubber rather than the 
simple cotton mesh bandage; and it is most important 
that the patient be taught to apply this bandage 
properly. 

The advent of anticoagulant therapy has increased, 
rather than decreased, the number of post-thrombo- 
phlebitic sequelae. The average medical attendant 
concentrates his attention on the use of anticoagulants 
over a relatively short period of time, and pays little 
or no attention to the many other important phases 
of treatment in this disease. 

As Dr. Ochsner has pointed out, thorough education 
of the patient is most important. The patient must be 
familiarized with the nature of his disease, rationale 
of treatment must be explained to him, and he must 
be told early in his disease that he, perhaps, will find 
it necessary to alter his activities the remainder of his 
life in order to avoid the development of sequelae. 
Those patients whose employment necessitates pro- 
longed immobile dependency of the lower extremities 
might well begin early to make some plans towards 
changing their occupation. Both business men and 
housewives must be impressed with the necessity of 
periods of rest and elevation of the extremities in mid- 
morning and mid-afternoon, as well as at lunch time. 

In combating the post-thrombophlebitic erysipelas 
type of skin infections, it has been my observation 
that, as a rule, the offending microorganism rapidly 
develops tolerance to almost all antibiotics; and for 
this reason it is advisable to change the antibiotic at 
fairly frequent intervals. It is important to use anti- 
biotics for short periods during each month over the 
better part of a year, even though intection is not 
apparent. 

A certain, very small, percentage of these individ- 
uals, through their own negligence or through an un- 
fortunate chain of events, have developed so much 
edema, ulceration, tissue scarring, and other disabili- 
ties, that they might well be better off living without 
a leg, rather than living for a leg. In other words, in 
very rare cases, amputation is preferable to years ot 
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disability, expense and suffering in the intractable 
case. 


Dr. David Woolfolk Barrow, Lexington, Ky.—When 
this problem is reduced to its simplest common de- 
nominator, edema is the basic factor because the in- 
creased interstitial fluid interferes mechanically with 
the nutrition of the tissues and is responsible for the 
patient's distress and disabilities. 

In addition to the local damage to the peripheral 
vascular pump, there is one other factor which may 
be a handicap to these patients: a lowered colloid 
osmotic pressure due to a low serum protein level. 

Why these patients have a low serum protein I do 
not know; but I have been surprised to find how 
many of them do when the serum protein level has 
been determined in the laboratory. | have been more 
than gratified by the clinical improvement of the pa- 
tient coincident with the improvement in his serum 
proteins. 


Dr. John V. Goode, Dallas, Tex.—I should like to 
ask Dr. Ochsner whether he carries the Kondoleon 
operation above the knee? We have stopped it at the 
knee and seem to get about as good results with this 
shorter operation as we have obtained with the opera- 
tion carried up into the thigh. 


Dr. Ochsner (closing)—We feel that the original 
Kondoleon operation should be done, or even a more 
extensive procedure. Interestingly enough, the first 
Kondoleon operation done in the United States and 
the first report of the Kondoleon operation was done 
by Dr. Matas. He had read Kondoleon’s report in the 
original Greek. 

Kondoleon’s idea was that by incising the deep 
fascia, lymph drainage from the subcutaneous tissue 
to the muscles would be favored. We do not believe 
the beneficial results of the operation can be explained 
on this basis. The operation consists of removal of all 
the subcutaneous fibrous tissue which is responsible 
for the swelling. The edematous fluid is entrapped in 
small fibrous tissue lacunae. When the subcutaneous 
tissue is incised, the fluid runs out of these small 
lacunae which are about as big as the end of my fin- 
ger or smaller. Unless all the fibrotic subcutaneous 
tissue is removed the patient will not be well. 

We removed also the deep fascia. I do not think 
the removal of deep fascia is as important as Kondo- 
leon thought it was, but we remove it throughout the 
entire extremity up to the pelvis. 

I am glad that Dr. Lilly emphasized the danger ot 
optimism in these cases because repeatedly 1 get the 
story from patients whom I have seen that they have 
been reassured by their physician that edema is of no 
consequence, except that it is unsightly. The unsightli- 
ness to me is of no consequence. It is the potential 
hazard of edema that I fear. 

If every physician would warn his patients that 
edema is dangerous, then we should have few, if any, 
of the complications which we have discussed. 
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THE RELATIONSHIP OF ACUTE AND 
CHRONIC CHOLECYSTITIS TO 
ACUTE PANCREATITIS* 


By Rosert J. Correy, M.D., M.S., Ph.D.+ 
Washington, District of Columbia 


Despite many experimental and clinical in- 
vestigations, our understanding of the etiology 
of acute pancreatic disease remains vague 
and largely theoretical. It appears at the pres- 
ent time that a number of causative factors 
enter the picture. That alcoholism is one of 
these is clearly evidenced by the high inci- 
dence of acute pancreatitis on alcoholic wards. 
Trauma has, I am convinced, been irrefutably 
indicted.!. There remains, however, a large 
fraction of the total cases in which these two 
explanations are not valid, and it is in these 
cases that pre-existing biliary tract disease has 
for many years been suspect. The original im- 
petus to this concept followed Opie’s? dem- 
onstration that an impacted ampullary stone 
created a common channel through which bile 
regurgitated into the pancreas. A conspicuous 
objection to this, namely, that in only the 
occasional case is an impacted stone found, 
provoked the thesis by Archibald* and others 
that spasm or stenosis at the ampulla pro- 
duced a similar common channel. Clinical 
evidence of such a mechanism has been ob- 
served when clamping of the choledochostomy 
tube is promptly followed by abdominal pain 
and elevation of the serum amylase (Fig. 1). 
Failure in many cases to demonstrate either 
enlargement, calculous obstruction, or abnor- 
mal manometric pressure in the common duct 
has promoted the view that the extension of 
disease from a chronically intlamed, stone- 
containing gallbladder to the pancreas takes 
place through the rich and intimately related 
regional lymphatics. Conspicuous lymphade- 
nopathy along the lower part of the common 
duct has been occasionally observed in these 
cases. 


In spite of our ignorance of the exact mech- 
anisms involved, the fact remains that acute 
pancreatic disease occurs in association with 
biliary tract disease too commonly to be co- 


*Read in Section on Surgery, Southern Medical Association, 
Forty-Seventh Annual Meeting, Atlanta, Georgia, October 26-29, 
1953. 

tProfessor of Surgery and Director of Department of 
Surgery, Georgetown University Medical Center, Washington, 
District of Columbia. 
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incidental, a belief expressed in 1928 by 
Schmieden and Sebening* as follows: 

“In occasional cases it is often difficult to demon- 
strate the genetic connection between cholelithiasis 
and pancreatic necrosis; but its tremendously greater 
frequency, as contrasted with all other known etio- 
logical factors, justifies the assumption of pancreatic 
necrosis as a complication of cholelithiasis.” 

This view is quite generally accepted at 
present, although the reported incidence of 
biliary tract disease in acute pancreatitis has 
varied widely.5 ® 

Of more practical importance in this re- 
lationship are the many clinical problems that 
arise. Does an elevation of the serum amy- 
lase in the patient with clinical evidence of 
acute cholecystitis establish a diagnosis of pan- 
creatitis and exclude gallbladder disease, or 
may they coexist? If so, towards which of the 
two conditions should treatment be principally 
directed? What significance has jaundice in 
such a case? And, finally, what should be 
done about a chronically diseased gallbladder 
in the patient who has suffered one or more 
attacks of acute pancreatitis? 


In an attempt to answer these and other 
questions all cases of acute pancreatic disease 
admitted to Georgetown University Hospital 
and its affiliated institutions were reviewed. 

Incidence-—One hundred eighty-four cases 
of acute pancreatitis, including both the self- 
limited edematous and lethal necrotic types, 
are included in this study. The diagnosis was 
based on the demonstration of a significant 
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elevation of the serum amylase in all but a 
few in which the operative or postmortem 
findings were clear cut. Upon recovery, chole- 
cystographic study was carried out in each 
case. Parenthetically it should be added that 
we routinely obtain serum amylase determina- 
tions in all cases presenting symptoms of acute 
upper abdominal disease. Acute or chronic 
cholecystitis was identified in 33 cases, or 18 
per cent. Of these the cholecystic disease was 
of the chronic calculous type in 22, while in 
11 the process was acute. The average age of 
these patients was 48.5 years, with a range 
between 18 and 77 years. The sex incidence 
showed a preponderance of females of 20 
to 13. 


Errors in Early Cholecystography.—The in- 
cidence of gallbladder disease in this series 
is strikingly lower than that reported by oth- 
ers. This, I believe, can be explained in part 
by the high incidence of false positive chole- 
cystographic findings. Early in our experience 
it became evident that cholecysto- 
graphic studies that were carried out soon 
after the subsidence of acute pancreatitis a 
report of non- or poor visualization of the 
gallbladder was of little significance, and con- 
stituted a decidedly undependable indication 
for cholecystectomy. In eight such cases that 
were surgically explored, the gallbladder was 
found to be normal in six. Since that time we 
have observed 14 cases in which early cho- 
lecystography revealed non- or poor visualiza- 
tion and in which a subsequent cholecysto- 
gram demonstrated normal function. Conse- 
quently, it is recommended that cholecysto- 
graphic studies for associated biliary tract dis- 
ease should in most cases be deferred for at 
least one month. 


Associated Acute Cholecystitis and Acute 
Pancreatitis —In 11 instances the patient pre- 
sented conspicuous clinical evidence of acute 
cholecystitis, usually manifested by localiza- 
tion of pain and tenderness, muscular rigidity 
and frequently a palpable mass in the region 
of the gallbladder. A significant elevation of 
the serum amylase level was demonstrated in 
each case. The diagnosis of acute cholecys- 
titis was confirmed by operative or autopsy 
findings. In the majority of cases the presence 
of the acute pancreatic disease was unsus- 
pected, while in a few the severity of the clin- 
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ical picture indicated the presence of some- 
thing in addition to cholecystic disease. 

In eight cases the diagnosis of acute edem- 
atous pancreatitis was made, whereas in three 
a necrotic process was identified. Two of 
these latter patients died. In three of the 
cases the patient had experienced one or more 
previous attacks of pancreatitis. 

The acute inflammation of the gallbladder 
Was not associated with gallstones in two 
cases. In one of these, stenosis of the distal 
common duct was evident, while in the other 
a postoperative choledochogram revealed 
marked narrowing in the same area with re- 
flux of the radiopaque dye into the major 
pancreatic duct (Fig. 2). Although the gall- 
bladder bile was not assayed for amylolytic 
activity in either case, the concept of Colp 
and Doubilet® that reflux of pancreatic juice 
into the gallbladder may provoke acute chole- 
cystitis would “fit the facts.” 

Jaundice was observed in six cases, in two 
of which it was mild and transient. It is per- 
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tinent that in nine of 151 cases of acute pan- 
creatitis without associated cholecystic disease, 
the presence of jaundice was noted. 

A serious complication developed in three 
of the 11 cases. Perforation of the gallbladder 
occurred twice. In one a pericholecystic ab- 
scess was encountered at the time of surgery, 
and in the other perforation with bile peri- 
tonitis resulted. In the third case removal of 
the acutely inflamed gallbladder plus trans- 
duodenal exploration of the common bile duct 
was followed by acute pancreatic necrosis and 
the death of the patient on the seventh post- 
operative day. The preoperative diagnosis of 
pancreatic edema was confirmed at operation. 

Treatment of Associated Acute Cholecystitis 
and Acute Pancreatitis —The principles gov- 
erning the therapy of these cases have been 
based on the conviction that surgical inter- 
ference in acute pancreatitis is to be avoided 
when possible. Conservative measures, in- 
cluding continuous intragastric suction with 
a Levine tube, antibiotics, sedation, and par- 
enteral fluid and electrolyte therapy are im- 
mediately instituted. The progress of the 
acute gallbladder inflammation is closely fol- 
lowed, and only upon the development of 
signs of perforation of that viscus is early 
operation carried out. Upon regression of the 
gallbladder inflammation and return of the 
serum amylase to a normal range, surgical 
exploration of the biliary tree is advised. 

In two cases, early surgical intervention was 
necessitated. In both, a cholecystostomy was 
done, in one for a pericholecystic abscess and 
in another fatal case for free perforation. In 
the remaining eight cases surgical exploration 
of the biliary tree was carried out two to six 
weeks after subsidence of the acute symptoms. 
In the two cases in which cholecystectomy 
alone was performed, the common duct ap- 
peared normal. In addition to removal of the 
gallbladder, exploration of an enlarged com- 
mon duct was carried out in six instances, in 
five of which jaundice had been present. Al- 
though a common duct stone was found in 
no instance, significant enlargement of the 
cystic duct was noted in two cases. Stenosis 
of the distal end of the common duct, as indi- 
cated by unusual resistance to the passage of 
a 2 mm. dilator, was present in two cases. 


Associated Chronic Calculous Cholecystitis 
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and Acute Pancreatitis—In the 22 cases of 
acute pancreatitis in which chronic gallblad- 
der disease was identified, edema of the pan- 
creas was present in 18 and necrotic pancre- 
atitis in four. Six of the patients had experi- 
enced one or more attacks of acute pancreatic 
disease previously. 

In none of the 22 cases was chronic chole- 
cystitis without stones found. Jaundice was 
observed during the acute attack in five cases. 
The development of acute pancreatitis follow- 
ing biliary tract surgery for chronic cholecys- 
titis occurred in three cases. In each instance 
clinical evidence of acute pancreatitis was 
lacking preoperatively and the gland was ad- 
judged normal at operation. In two cases the 
development of unusual upper abdominal 
pain in the early postoperative period 
prompted the estimation of the serum amylase 
activity. The postoperative development of 
necrotic pancreatitis and the demise of the 
patient on the sixth postoperative day fol- 
lowed a_ cholecystectomy, choledocholithot- 
omy, and transduodenal exploration of the 
common bile duct. 


Treatment of Associated Chronic Cholecys- 
titis and Acute Pancreatitis.—For obvious rea- 
sons the therapy in these cases is directed dur- 
ing the acute attack to the pancreatic disease. 
Conservative measures, designed to prevent 
stimulation of pancreatic function, are em- 
ployed. Upon recovery of every case of acute 
pancreatitis, cholecystographic studies should 
be carried out after an appropriate interval 
of time. Upon demonstration of a chronically 
diseased gallbladder, its surgical removal is 
indicated unless some strong contraindication 
exists. Even in cases in which alcoholism 
appears to play a role, the rationale of sur- 
gical elimination of gallbladder disease is 
sound. 

Surgery was not employed in two cases in 
which chronic cholecystitis was associated with 
fatal pancreatic necrosis. In another similar 
case laparotomy was inadvertently performed 
and a cholecystostomy was carried out. In the 
remaining 19 cases the diseased gallbladder 
was removed. In addition to a cholecystec- 
tomy, the common bile duct was opened and 
explored in six cases. Single or multiple 
stones were found in the common duct in 
three instances, in none of which was a stone 
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impacted at the ampulla. The single opera- 
tive death occurred in one of these in which 
transduodenal exploration of the common 
duct was carried out because of a suspected 
impacted stone. In two cases stenosis of the 
terminal common duct was encountered. In 
three cases a peripancreatic collection, or 
pseudocyst, requiring drainage in two cases, 
and marsupialization in one, was identified 
during surgical exploration. 

Extravagant claims for the success of sur- 
gical eradication of associated gallbladder 
disease in acute pancreatitis cannot, I think, 
be validly made at this time. Statistical evi- 
dence of the less frequent occurrence of sub- 
sequent acute pancreatic attacks after such 
surgery is lacking. However, it is my strong 
conviction that apart from the usual advis- 
ability of removing a diseased gallbladder, 
cholecystectomy in these cases eliminates a 
common cause of recurrent or relapsing pan- 
creatitis. 
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CHRONIC RELAPSING 
PANCREATITIS* 


By W. SHINGLETON, M.D. 
and 
W. G. ANLYAN, M.D. 
Durham, North Carolina 


Inflammatory disease of the pancreas re- 
mains one of the outstanding problems in 
gastrointestinal surgery. Diagnosis in many 
instances is extremely difficult. Since the 
etiology of this disorder remains obscure, the 
rationale for treatment is not well defined. 
Chronic relapsing pancreatitis is a syndrome 
characterized by recurrent attacks of upper 
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abdominal pain with variable degrees of 
acinar and islet dysfunction. With each en- 
suing attack further pancreatic damage occurs 
leading to variable degrees of fibrosis, atrophy 
and calcification. 

Incidence.—The true incidence of relapsing 
pancreatitis is not known since the disease is 
frequently not recognized clinically. In 1945 
there were 917 deaths due to pancreatic dis- 
ease, exclusive of tumors and diabetes, in the 
United States, an incidence of 0.7 per 100,000. 
During the same year there were 6,590 deaths 
due to pancreatic tumors.'® It is not a rare 
disease, and with increasing knowledge of 
means of clinical detection it may prove to 
be a more common disorder. Reports in the 
literature suggest that males are affected 
more commonly than females, the ratio being 
2:1.2 This is in contradistinction to biliary 
tract disease where the ratio is 2:1 in favor 
of females, and is of interest in regard to a 
possible etiological relationship between the 
two diseases. Apparently all age groups may 
be affected. 

Etiology. —The literature on the etiology 
of pancreatitis, both experimental and clin- 
ical, is voluminous. Space does not permit 
an extensive review of all possible etiologic 
factors that have been advanced in this dis- 
order. Such a review is that of Siler and 
Wulsin.1* Some of the seemingly more im- 
portant etiologic factors deserve special con- 
sideration in the light of recent advances in 
the field. 


Clinical reports in the recent literature con- 
tinue to emphasize the common occurrence 
of alcoholism and pancreatitis. Comfort® 
found a significant history of alcoholic abuse 
in 32 per cent of 29 patients with chronic 
relapsing pancreatitis. The incidence of 
chronic pancreatitis at autopsy in cases of 
chronic alcoholism has been reported as vary- 
ing between 20 and 50 per cent.? Although 
the relationship between alcohol and _pan- 
creatitis is not understood, it is worthy of 
note that alcohol is a stimulant to pancreatic 
secretion and _ indirectly, by stimulating 
gastric acid output, may invoke spasm of the 
sphincter of Oddi. 


The relationship of pancreatitis to biliary 
tract disease is of real interest. The incidence 
of gallbladder disease in pancreatitis? has 
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been reported from 40 to 70 per cent, four 
to six times the incidence of gallbladder 
disease in the general population. On the 
other hand, women, who have gallbladder 
disease more commonly, have pancreatitis less 
commonly than do men. Whether associated 
gallbladder disorder is a result or the cause 
of associated disease in the pancreas is not 
known. 

The relationship of diet to pancreatitis has 
recently been emphasized by current investi- 
gations by Farber and Popper® who have 
produced a diffuse pancreatitis in rats by 
giving ethionine. This reaction could be pre- 
vented by giving methionine. They refer to 
a disease in Central and South Africa seen 
in malnourished children which results in 
fibrotic changes in the pancreas and fatty in- 
filtration of the liver. Trauma is a recognized 
factor in the etiology of a limited group of 
patients with pancreatitis. Warren,’ in a re- 
cent article, calls attention to the significance 
of operative trauma to the pancreas as a fac- 
tor in postoperative morbidity in patients 
undergoing abdominal surgery. Persky and 
associates® have recently called attention once 
again to the factor of infection in the progress 
of pancreatitis. They have recently been able 
to reduce considerably the mortality rate in 
dogs with experimental acute pancreatitis by 
use of aureomycin.® It is known, however, that 
certain bacterial organisms existing normally 
in the tissues of the dog are not present in 
the human. Thus the significance of these 
experiments and the role of infection in the 
human disease remains unsettled. 


Although the foregoing factors may play a 
part in the causation of pancreatitis, one of 
the most important etiologic factors appears 
to be partial obstruction to the free flow of 
pancreatic juice into the intestinal tract. The 
site of obstruction may vary. It is interesting 
that obstruction to the main pancreatic duct 
does not always result in pancreatitis; this 
condition, for example, is uncommon in 
carcinoma of the head of the pancreas where 
obstruction of the duct exists. Pancreatitis 
presumably may result from obstruction of 
the pancreatic or common bile duct, or from 
obstruction at the ampulla of Vater. Ob- 
struction at the ampulla, due to spasm of the 
sphincter of Oddi, has recently been re- 
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emphasized by Doubilet* as an important 
causative factor in pancreatitis. This theory 
holds that a “common channel” exists be- 
tween the common and main pancreatic duct 
and that reflux of bile into the pancreatic 
duct is responsible for initiating pancreatitis. 
Anatomical dissections have revealed a com- 
mon channel to exist in only 40-70 per cent 
of humans; however, postmortem cholangio- 
graphic studies have revealed reflux to occur 
in 90 per cent of cases studied by obstructing 
the ampulla of Vater."* There is much ex- 
perimental evidence to suggest that pancre- 
atitis will result from reflux of bile into the 
pancreas only if the bile is infected and is 
introduced under sufficient pressure to rup- 
ture small pancreatic ducts. This pressure is 
much higher than that occurring under 
physiological conditions. 

The possible causes of sphincter spasm is 
of interest. Emotional factors may be im- 
portant. Local changes in pH may influence 
sphincter tone. Oddi first demonstrated that 
dilute acid would cause spasm of the sphinc- 
ter.t Shingleton'? has produced experimental 
spasm of the sphincer of Oddi in dogs by 
local application of dilute acid and studied 
the effect of autonomic nerve operations in 
preventing this spasm. Vagotomy and celiac 
ganglionectomy were effective in preventing 
spasm, whereas splanchnicectomy was not. 
Bile may become acid in reaction in certain 
diseases of the biliary tract and thereby cause 
spasm of the sphincter. Also, with diminution 
of alkaline pancreatic secretion, due to any 
cause, the duodenal secretion may become 
acid in reaction. 

Diagnosis.—The most signilicant symptom 
in chronic relapsing pancreatitis is recurrent 
episodes of epigastric pain which character- 
istically radiated through to the back. These 
attacks of pain often are precipitated by al- 
coholic bouts or heavy eating. The pain is 
constant and usually lasts for a period of 
24-48 hours. Nausea and vomiting frequently 
occur during the acute attack. Physical signs 
between attacks are usually absent; during 
the acute episodes there is usually epigastric 
tenderness, and, when the complication of 
pseudocyst occurs, an epigastric mass may be 
felt. Important x-ray changes which may oc- 
cur consist of calcification, present in 50 per 
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cent of cases, abnormal displacement of 
stomach or duodenum, disturbance in small 


bowel pattern, and in an acute phase, pleural 
effusion. 


A variety of laboratory tests for diagnosis 
of chronic pancreatic disease have been 
described but none has proven to be uni- 
formly accurate. Serum amylase and lipase 
values are inconstant in chronic relapsing 
pancreatitis. Most of the other tests are de- 
signed to estimate pancreatic function, and 
thus will not distinguish between malignant 
and inflammatory disease of this organ. 
Shingleton'® in a recent study of several 
laboratory procedures in chronic pancreatic 
disease concludes that, of several evaluated, 
the secretin test proved the most accurate for 
diagnostic purposes. As in the case of liver 
function tests, in disease of the pancreas, a 
battery of tests should yield the highest de- 
gree of accuracy. These tests would include, 
in addition to the secretin test, estimation of 
fat content of the stool, blood sugar, serum 
amylase, and blood calcium. 


TREATMENT 


It is generally agreed.that treatment of an 
acute attack of pancreatitis is non-surgical. 
With repeated attacks, however, complica- 
tions arise which usually require operative 
intervention. Operation may be, and often 
is, necessary to establish the diagnosis. The 
complications requiring surgical intervention 
are: co-existing biliary tract disease, chronic 
pain, formation of pseudocyst, gastrointes- 
tinal bleeding, jaundice and duodenal ob- 
struction. Of these several complications, 
chronic recurrent epigastric pain is the most 
common and the most resistant to treatment. 
This is attested to by the fact that many dif- 
ferent surgical procedures have been advo- 
cated for this purpose, none of which have 
proven entirely successful. The procedures 
may be divided into: (1) operations to relieve 
obstruction at the ampulla of Vater, such as 
sphincterotomy, transplantation of pancreatic 
or common duct, or some variety of 
gallbladder-intestinal anastomosis; (2) opera- 
tions designed to control pancreatic secretion, 
such as gastric resection or vagotomy; (3) 
those designed to relieve pain by interruption 
of pain pathways, such as splanchnicectomy or 
celiac ganglionectomy; (4) relief of pain by 


removal of part or all of the organ. The re- 
sults in all of the above procedures are dif- 
ficult to evaluate due to the limited num- 
ber of patients treated by a single procedure 
and the time interval following operation 
necessary for accurate evaluation. Doubilet* 
reported that early improvement occurred in 
five patients with relapsing pancreatitis 
treated by sphincterotomy. McCleary’ has 
had early satisfactory results in 12 patients 
with the disease treated by vagotomy. Both 
unilateral bilateral splanchnicectomy 
have been done with some success, although 
evidence would indicate these results to be 
temporary.” Cattell and Warren? have ob- 
tained their best results with partial or total 
pancreatectomy. 


The operative procedure used most often 
at Duke Hospital for control of pain in re- 
lapsing pancreatitis has been celiac ganglio- 
nectomy. This procedure, introduced by 
Grimson® for control of pain during explora- 
tory laparotomy in patients with biliary dys- 
pinesia or chronic pancreatitis has yielded 
favorable results in a selected group of 
patients, some of whom have been followed 
beyond a five-year period. The reason for 
selection of this procedure is based on cer- 
tain anatomical and physiologic observations 
in animals and certain other considerations, 
as follows: 


(1) Removal of the neurogenic stimulus to 
pancreatic secretion by interruption of vagal 
secretory fibers traversing the celiac ganglion. 

(2) Prevention or relief of spasm of the 
sphincter mechanism at the ampulla of Vater 
when on a neurogenic basis. 

(3) Relief of pain of pancreatic origin by 
interruption of visceral pain pathways tra- 
versing the celiac ganglion and plexus. 

(4) Improvement of pancreatic blood flow 
by sympathetic denervation of blood vessels. 

(5) Allowance of adequate chance for ex- 
ploration to insure correct diagnosis. 

None of the other available surgical pro- 
cedures would accomplish all of these desired 
effects for control of chronic inflammatory 
pancreatic disease. 

SUMMARY 


Chronic relapsing pancreatitis is a not un- 
common condition producing recurring at- 
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tacks of upper abdominal pain and possessing 
a wide variety of serious complications. 
Diagnosis can usually be established by in- 
telligent evaluation of the clinical picture 
along with laboratory findings. The treat- 
ment of the condition, when symptomatic, is 
surgical. Several surgical procedures have 
yielded favorable results, but no single pro- 
cedure has been uniformly successful in all 
cases. Based on certain anatomical and phys- 
iological observations in animals and early 
clinical results in the human celiac ganglio- 
nectomy appears to be the surgical procedure 
of choice for relief of pain in relapsing pan- 
creatitis. 
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DISCUSSION (Abstract) 


Papers of Dr. Robert J. Coffey and Drs. William W. 
Shingleton and W. G. Anlyan. 


Dr. John V. Goode, Dallas, Tex.—I wonder how 
Dr. Coffey decides when a patient with acute chole- 
cystitis has so much pancreatitis that operation for 
the acute cholecystitis should be deferred. 


Dr. Alton Ochsner, New Orleans, La—Both these 
conditions are difficult to treat, and both are disabling. 
Acute pancreatitis kills and certainly chronic pan- 
creatitis is disabling. As many of you know, Dr. Mims 
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Gage in New Orleans has done considerable work both 
experimental and clinical upon the treatment of acute 
pancreatitis with splanchnic block, and has obtained 
very satisfactory results. We are so convinced by his 
results that splanchnic block is used initially in all 
cases as soon as a diagnosis of acute pancreatitis is 
made, which is relatively easy with serum amylase 
determinations. 


We do a splanchnic block and of course do the 
other things that Dr. Coffey mentioned, but we place 
principal reliance on the splanchnic block. Another 
thing that Dr. Gage has emphasized, in the treatment 
of patients with acute pancreatitis, is that one must 
watch them very carefully because they may develop 
a severe calcium deficiency. 

As a result of saponification of the fats, from the 
liberation of the tryptic ferment, these patients can 
go into tetany and die, so one should look out for 
tetany and support them with calcium therapy as 
well. 


We have had more difficulty in the treatment of 
chronic pancreatitis than we have in the treatment 
of acute pancreatitis. It offers a real problem. 


I was very much interested in the results obtained 
at Duke from celiac ganglionectomy. We have not 
done this. 

We have limited our results, our therapeutic meas- 
ures, to either extirpation of the splanchnic block or 
pancreatectomy. 


Dr. Goode.—Would someone like to discuss the use 
of a Cattell tube left through the ampulla in the cor- 
rection of chronic pancreatitis? 


Dr. Coffey —I personally am opposed to the use of 
the Cattell tube in these cases. This view stems from 
several experiences in which it was followed within 
24-72 hours by the development of acute lethal necrotic 
pancreatitis. 


Dr. Goode.—What clinical features suggest the exis- 
tence of acute pancreatitis in association with acute 
cholecystitis? 


Dr. Coffey.—As to the identification of acute pan- 
creatitis during the course of acute cholecystitis, I 
think the diagnosis in the great majority of these 
eleven cases was based on the routine use of the serum 
amylase. Its presence was not suspected on strictly 
clinical grounds. 

I think operation should be deferred with that dual 
set up more definitely than if acute cholecystitis alone 
exists. We approach acute cholecystitis with a some- 
what conservative view, operating upon those cases in 
which the situation seems to be deteriorating. 


I should like to mention the treatment of chronic 
pancreatitis. 

We occasionally see a case of chronic pancreatitis in 
which the history extends over a number of years, the 
pancreas is diffusely calcified, and the patient has in- 
tractable pain leading to either severe alcohol or 
morphine addiction. In such cases the pancreas is 
badly “chewed up” with little functional acinar tissue 
remaining. In the treatment of such cases total pan- 
createctomy not only produces a state of diabetes, but 
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the operative procedure has been, in my experience, a 
tremendously difficult and hazardous one. In four 
such cases we have ligated and divided both pancreatic 
ducts. Technically this is not difficult inasmuch as 
both the major and minor papilla in such cases are ab- 
normally conspicuous and easily palpated. A lacrimal 
probe is introduced into the minor pancreatic duct, 
this duct is identified by blunt dissection as it enters 
the concavity of the duodenum, and it is doubly ligated 
with silk and divided. After introducing a sound into 
the common duct via the major papilla, the major 
pancreatic duct may be identified by introducing a 
probe behind the common duct sound. Again by blunt 
dissection along the posterior aspect of the descending 
duodenum this duct is identified, doubly ligated with 
silk and divided. Although sufficient time has not 
elapsed in these four cases, there has been a rather 
striking clinical improvement in two. In one patient 
who died because of dissociated disease the pancreatic 
remnant contained no functional acinar tissue. The 
rationale of this procedure is based not only on the 
fact that the creation of diabetes mellitus is avoided, 
but also the intractable pain resulting probably from 
pancreatic secretion in the face of ductal obstruction is 
obviated by inducing complete acinar atrophy. 


Dr. Shingleton (closing)—I agree with Dr. Coffey 
about pancreatectomy in chronic pancreatitis. 

We think it is a procedure which is hazardous, very 
difficult and in which the operative mortality is al- 
most prohibitive. 


Dr. Goode.—How about leaving a long ““T” tube in? 


Dr. Shingleton—I have had no experience at all 
with that. 


Dr. Goode.—I have put a long “T” tube through 
the ampulla and left it in place for long periods of 
time, and felt I had improved the situation, but I 
should like something more accurate than that to go 
on. This is not nearly so formidable a procedure as 
that mentioned by Dr. Coffey, and it is not suited for 
the patient with far advanced chronic pancreatitis. 
This idea of leaving a long “T” tube in the duodenum 
is indicated for the earlier stages of pancreatitis. 


CAUDAL ANESTHESIA AND OIL- 
SOLUBLE ANESTHESIA IN ANORECTAL 
SURGERY* 


RESUME OF RESULTS AND COMPLICATIONS 
ENCOUNTERED IN 14 YEARS EXPERIENCE 


By Ciaupe G. Mentzer, M.D. 
Miami, Florida 


It is the purpose of this paper to report a 
satisfactory combination of anesthetic agents 
for the over-all welfare of the patient during 


*Chairman’s Address, Section on Proctology, Southern Med- 
ical Association, Forty-Seventh Annual Meeting, Atlanta, Geor- 
gia, October 26-29, 1953. 
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and following anorectal surgery. This report 
is the result of a 14-year experience in which 
caudal propyl benzoate hydrochloride (mety- 
caine®) was used in 3,443 cases for the op- 
erative anesthetic, and an oil-soluble anes- 
thetic was used in 2,921 cases for the relief 
of postoperative pain. In order to simplify 
this report, I should like to discuss the results 
and complications of each agent separately. 

Caudal Anesthesia.—To the anesthesiologist, 
a presentation of anesthetic problems by a 
proctologist may seem presumptuous. Ideally, 
caudal anesthesia should be administered by 
the anesthesiologist. Until specialists in this 
field are available in sufficient numbers, how- 
ever, the proctologist who recognizes the safe- 
ty and efficiency of caudal block will be 
forced to continue as his own hybrid anesthetic 
specialist. This discussion is presented with 
the hope that more proctologists will be en- 
couraged to use caudal anesthesia, and that 
a discussion of the complications encountered 
and the mistakes made by one proctologist 
may help others to avoid them. 

In this present larger series, including two 
previous reports,! ? similar conclusions can be 
drawn as to the efficiency, ease of administra- 
tion, and relative freedom from complications 
of caudal anesthesia (Table 1). 

In this series of cases, 200 received a | per 
cent solution of metycaine,® and 3,243 re- 
ceived a 2 per cent solution, an average of 25 
cc. being given to the latter group. 

Metycaine® is far superior to procaine as a 
caudal anesthetic. According to Touhy? it 
produces anesthesia in half the time and lasts 
twice as long. Its percentage of perfect anes- 
thesia, 94.4, surpasses the procaine record of 
75 per cent reported by Pruitt* and Yeomans,> 
the 84 per cent reported by Shaw,® and the 85 
per cent reported by Berry.? 


CAUDAL (METYCAINE®) ANESTHESIA 


No. Per cent 
(1) Number of cases 1940-1953 3443 
Additional cases, other types 
anesthesia used 463 
(2) Percentage receiving caudal 88 
(3) Perfect (complete) anesthesia 94.4 
(4) Failures, partial and total 5.5 
Total, less than 1.0 
(5) Induction time (average) 7.0 minutes 
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The total failures of less than 1 per cent 
were due to various causes. There was a 
complete lack of anesthetic action of mety- 
caine® in two patients, neither of whom re- 
sponded to it either caudally or subcutane- 
ously. Both got anesthesia when local pro- 
caine was used. There were several patients 
in whom the sacral canal was not entered, 
some because of apparent calcification block- 
ing the hiatus, and others because of various 
anomalies and the lack of expertness of the 
one giving the anesthetic. The percentage of 
perfect anesthesia has improved with experi- 
ence (Table 2). 

There is a misconception that caudal anes- 
thesia is difficult to give. I feel this is due 
to oft repeated emphasis in textbooks and in 
certain clinics that a combined caudal and 
transsacral technic is necessary for satisfactory 
surgical anesthesia. Brashear,’ in a controlled 
series of cases with and without transsacral 
added to caudal, found the one technic to have 
no advantage over the other. Why then com- 
plicate a simple technic, caudal, by adding 
transsacral? I have found the technic of choice 
for locating the sacral hiatus to be that of 
Haines, Mumey, and Faber® (Fig. /). By this 


Per cent 
First 100 cases 90 
First 295 cases 91.5 
First 3443 cases 94.4 


TABLE 2 


Fic. 1 


Method of Locating the Sacral Hiatus. S, Posterior superior 
spines (seen as dimples in the obese). H, Sacral hiatus. SSH, 
Equilateral triangle. (From Mentzer, C. G.: Metycaine as a 
Caudal Anesthetic in Proctologic Surgery, J. Fla. Med. Assn. 
27:331 (Jan.) 1941. Reproduced by permission.) 
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method the sacral hiatus can be located even 
in the obese in whom the sacral cornua can- 
not be palpated. 


Complications—The complications encoun- 
countered in caudal anesthesia should not be 
passed over lightly. Some of these are prod- 
ucts of poor technic; others, the result of im- 
proper psychological and medical preparation 
of the patient; in still other cases caudal 
anesthesia may be poorly advised, especially 
in the case of the chronic cardiac when an 
anesthesiologist is not available. 


In this series spinal fluid was obtained in 
two different patients. Because of routine 
attempt to aspirate before injection of the 
anesthestic, this was recognized in time. The 
needle was withdrawn sufficiently to get out- 
side the dural sac; then the caudal anesthetic 
was administered without sequelae. 


As was mentioned earlier, metycaine® failed 
as an anesthetic in two cases. 


A patient had a furuncle-like infection su- 
perficial to the sacrum extending from the 
sacral cornua upward two inches. After in- 
cision of this with a post cautery, simulating 
an open pilonidal sinus operation, it healed 
without further complication. 


A petit mal reaction occurred in at least 
10 patients. In eight of these blood was ob- 
tained when an attempt to aspirate was done. 
One patient had a grand mal attack. In this 
case no blood was drawn back. In all these 
patients the convulsions ceased before intra- 
venous barbiturates could be injected. None 
of these patients had any remembrance of 
the attacks, and there were no demonstrable 
postoperative sequelae. 


Laryngospasm occurred in six patients. This 
complication is no respecter of age of patient 
or type of anesthesia. It must be recognized 
and immediate measures taken to avoid fa- 
talities. Happily, there were none in this 
series. Positive pressure oxygen with an anes- 
thetic bag and mask was sufficient treatment 
in most of these cases. Curariform drugs were 
used in two patients. 


The complications to which I should like 
to call special attention are those which may 
occur in patients who have a marked drop 
in blood pressure. This does not happen so 
frequently as in spinal anesthesia, but its pos- 
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sibility must be borne in mind in dealing 
with the poor risk patient. 

Quite a large number in this series had a 
marked drop in blood pressure with accom- 
panying restlessness, clammy perspiration, 
mild, persistent, hacking cough, nausea, and 
occasional vomiting. These symptoms were 
relieved by bringing the blood pressure back , 
to normal. In the first 285 patients in this 
series,” these reactions occurred in 15 per cent 
of those receiving the larger amount of 1 per 
cent metycaine,® and in 9 per cent of those 
receiving the smaller amount of a 2 per cent 
solution, with the exception of the last 44 
cases. This group received hyoscine in the ratio 
of one part to 25 parts morphine in addition 
to the morphine and pentobarbital sodium 
(nembutal®) given to the others. There was 
only one (2.3 per cent) reaction in this group 
of 44 cases. Most of these mild shock reactions 
can be averted if the patienc is prepared 
properly for his surgical ordeal. This can best 
be accomplished by preparing him psycho- 
logically and by giving him the correct com- 
bination of amnesic drugs: morphine, hyoscine, 
and nembutal.® 


In poor risk patients, especially chronic 
cardiacs, including those who have hyperten- 
sion, chronic myocarditis, and coronary dis- 
ease, it is especially advisable to have an 
anesthesiologist take complete charge of the 
anesthetic problem. Carron’ is correct in 
saying: 

“Anesthetic accidents and complications are the 
major hazards in surgery today.” 


With these patients it is probably the skill 
with which an anesthetic is administered that 
is more important than the choice of agent 
used. 

When an anesthesiologist is not available 
and immediate surgery is advisable in poor 
risk patients, the following routine has been 
found to be a good second choice. The mark- 
edly obese patient or the severe cardiac is 
placed in the right or ieft Sims position, to 
permit better ventilation. Or adequate ven- 
tilation can be secured by placing the patient 
prone over a slightly broken table and put- 
ting a small blanket roll under both hips and 
one under each shoulder to allow adequate 
diaphragmatic and costal excursions. An in- 
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travenous infusion of normal saline is started 
before anesthesia is given and is continued 
throughout surgery, permitting immediately 
available medication to the tissues as needed. 
Such medications include the relatively safer 
pressor drugs such as wyamine,® the relaxants 
such as the curariform drugs, and the intra- 
venous anesthetic drugs such as pentobarbital 
sodium or nembutal.® It has been routine to 
give hypertensives 34 grain ephedrine sulfate 
intramuscularly before caudal anesthesia is 
started, for it is easier to maintain blood pres- 
sure than to elevate it once it has dropped. 
In these poor risk patients the anesthetic 
agent has been changed quite often from 
caudal to local 1 per cent procaine without 
epinephrine. The procaine is injected follow- 
ing intravenous pentobarbital or intravenous 
nembutal® sufficient to make the patient un- 
aware of his surroundings but not enough to 
abolish his reflexes. This regime has been 
carried out with the aid of a nurse anesthetist. 


SUMMARY 


Caudal metycaine® anesthesia in this series 
of 3,443 patients has been shown to be 94.4 
per cent efficient, thereby demonstrating the 
relative ease of its administration and show- 
ing its excellence as an anesthetic agent. In- 
duction time of seven minutes is short. Com- 
plications are relatively few. In the chronic 
cardiac and other poor risk patients, however, 
an anesthesiologist should be in charge of the 
anesthesia if possible. For these patients an 
alternate method of anesthetic care has been 
given as second choice. Precautions to prevent 
hazards should be taken in all cases. 


Oil-Soluble Anesthetics—With the caudal 
technic the patient has been adequately anes- 
thetized and will probably have an amnesia 
to all events connected with the operating 
room. We feel that he is entitled also to 
freedom from postoperative pain. The oil- 
soluble anesthetics will give him this freedom. 
Anesthetic agents having prolonged post- 
operative effects have become increasingly 
popular during the past 26 years. They have 
not been accepted by a few doctors who are 
afraid of one rare complication, abscess. A 
recent addition to this field is an anesthetic 
agent which deposits crystalline basic procaine 
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in the tissues injected. Theoretically, this 
sounds wonderful. Even in the most careful 
hands,'* however, this agent produces abscess 
in a much larger percentage of cases than 
the longer tried and safer oil-soluble anes- 
thetics. 


I should like to discuss briefly this series 
of 2,921 cases in which an oil-soluble anes- 
thetic was used, giving the formula of the 
anesthetic, the technic now employed in in- 
jecting it, and emphasizing its many advan- 
tages and the rarity of its complications. 

The oil-soluble anesthetic used in this series 
was for the most part a product* of the follow- 
ing formula: 

Basic procaine 1 per cent 
Butyl para-aminobenzoate (butesin®) 4 per cent 
Benzyl alcohol 
Sweet almond oil A. S. 


5 per cent 


A solution containing 10 per cent benzyl al- 
cohol was used in one case, with a complica- 
tion. Solutions with over 5 per cent benzyl 
alcohol are not advised. 


Oil-soluble anesthetics were used in all anal 


*Developed by Gorsch," under the trade name anucaine.® 
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conditions requiring operation except where 
there was evident infection, such as abscess, 
in the area to be injected. Patients who gave 
an allergic history to any of the various drugs 
in this preparation were given a patch test. 


Technic.—In order to prevent complica- 
tions the operator should take care not to 
pool any of these oil-soluble agents. The so- 
lution is injected through a No. 19 or a 20 
gauge two-inch needle, using a 5 cc. luer lok 
syringe, and the needle is kept moving con- 
tinuously during the injection. The injected 
tissue is thoroughly massaged bimanually. 
This solution is injected as soon as the caudal 
anesthetic is complete posterior to the anus. 


The following technic has been employed 
in the last 1,000 cases (Fig. 2). The operator 
who injects the anesthetic stands at the right 
side of the patient. The left index finger is 
inserted through the anal canal into the lower 
rectum. The first injection is then made at a 
point midway between the anus and the 
coccyx, and two others one inch to the left 
and one inch to the right of the anus are 
made. Five cc. of the agent are injected pos- 
teriorly, and 2.5 cc. in each lateral position. 


Fic. 2 
Method of Oil Anesthetic Injection. C, Coccyx. GM, Gluteus maximus. PN, Pudendal nerve. IS, Ischial spine. IHN, 


Inferior hemorrhoidal nerve. A, Anus. 
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The solution is fanned out and injected at 
three different levels: subcutaneously, through 
the ischioanal fat and slightly into the ex- 
ternal sphincter; and through the fat and into 
the lower border of the levator muscle. The 
index finger is kept in the anal canal and 
lower rectum to act as a guide in preventing 
puncture of the mucous membrane. It also 
serves to locate the ischial spines. Two and 
one-half cc. of the agent are then injected into 
the pudendal nerve and its inferior hemor- 
rhoidal branches on each side as they come 
out from beneath the gluteus maximus medial 
to the ischial spines. A total of 15 cc. is 
injected. 
TABULATION OF RESULTS 


Pain.—The degree of postoperative pain 
was gauged by the number of narcotic injec- 
tions (usually morphine sulfate grains 1/6) 
necessary for its relief. This was left to the 
discretion of the nurse in charge. For this 
entire series of 2,921 cases, the average num- 
ber of such injections per patient was one. 


Catheterization—Routine order for cathe- 
terization was not given. Nine and six-tenths 
per cent of this series were catheterized. Ten 
of this number developed an overflow blad- 
der, and a Foley catheter was left in place for 
three to seven days. A patient, a urologist 
who complained bitterly of bladder discom- 
fort, advised catheterization every eight hours 
if necessary, feeling the occasional cystitis 
which might result preferable to the danger 
of developing an overflow bladder. He felt, 
furthermore, that catheterization would keep 
the patient much more comfortable. The au- 
thor agrees with this advice, especially in 
men who may have an early or well developed 
prostatic hypertrophy. 


Ecchymosis.—Ecchymosis of the perianal 
subcutaneous tissues was the most common 
reaction to this type of injection. No un- 
toward sequelae other than temporary dis- 
coloration have resulted. 

Abscesses.—Abscesses were conspicuous by 
their absence. Only one abscess occurred in 
this series. This was in a patient who re- 
ceived a solution containing 10 per cent benzyl 
alcohol. 

Allergic Reactions—The most severe aller- 
gic reaction was generalized urticaria, very 
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severe, lasting three weeks, and occurring in 
three patients. There were several Arthus- 
like reactions. In these patients induration 
occurred simulating a pre-abscess stage, but 
when an incision was made no pus was ob- 
tained. 


Three cases had a melting away of the 
mucosa in the right anterior internal hemor- 
rhoidal area. All of these patients had a 
greatly prolonged healing time. The true na- 
ture of this reaction was not determined. 


Healing Time.—Healing time in the last 
1,500 cases of this series was from 10 to 21 
days. Perhaps those of you who do not use 
oil-soluble anesthetics can tell whether this 
average shows delayed healing. Gorsch,! 
Morgan,'® and Ault! agree that these agents 
do not delay healing. 


The patients in this series were hospitalized 
an average of four days. 


SUMMARY 


This report of 2,921 cases has demonstrated 
that oil-soluble anesthesia is safe and that 
complications following its use are rare. Post- 
operative pain was minimal, requiring an av- 
erage of only one injection of narcotic per 
patient. Catheterization was done in 9.6 per 
cent of the cases; healing time averaged about 
18 days; and hospitalization was for four days. 
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SURGICAL MANAGEMENT OF 
CHRONIC ULCERATIVE 
COLITIS* 


By Grorce D. VAuGHAN, M.D. 
Richmond, Virginia 
and 
Harry E. Bacon, M.D. 
Philadelphia, Pennsylvania 


In any discussion of chronic ulcerative co- 
litis one must immediately and openly admit 
that the disease is a complete enigma. We 
know very little, if any, more of the etiology 
than was known 25 years ago. The admission 
of this truth leaves us the only alternative of 
approaching the disease in a totally empirical 
manner. There have been repeated and ex- 
haustive bacteriological and chemical studies 
that have prompted flurries of enthusiasm 
only to subside in a restatement of the fact 
that we do not have the answer to the causa- 
tive factors underlying this disease. It is my 
firm conviction, and this is shared by many, 
that if the etiology of ulcerative colitis ever 
unfolds itself, the psychogenic factor will play 
an important role. 


It is not the purpose of this paper to dis- 
cuss or elaborate on the medical management 
of ulcerative colitis, but to begin at the point 
where the clinician is beginning to wonder 
about the next step in a group of cases that 
have resisted medical management. 

It is well known to all of us that it is diffi- 
cult to place, categorically, each individual 
case of ulcerative colitis in any classification. 
However, for the sake of discussion, the clas- 
sification as outlined by Dr. Henry W. Cave? 
will suffice, that is: (1) those with a mild 
form, arrested and perhaps cured by medical 
management alone; (2) those with the acute 
fulminating, often fatal form; (3) those with 
the chronic continuous form; and (4) those 
with the chronic form with remissions, which 
are frequently intractable. 

The form first mentioned, the mild form, 
arrested and perhaps cured by medical man- 
agement, will be dispensed with, with only 
the word of caution never to make a state- 


*Read in Section on Proctology, Southern Medical Associ- 
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ment to patient or family that he is cured 
and rid of the disease. The writer has become 
almost paranoid from the manner in which 
this group has plagued him. 


The last three groups in this classification 
are the ones with which we are concerned. 
Almost all these cases will require surgical 
judgment and evaluation. True enough only 
a relatively small percentage ultimately come 
to operation, but it is the recent contention 
of many that the percentage should be higher, 
if we are to improve our rate of cure. 


Fortunately, chronic ulcerative colitis is not 
a common disease and has appeared in my 
practice in a ratio of one to five as compared 
with carcinoma as a cause of bowel symptoms. 
It is an inflammatory condition, beginning, 
we believe, in the mucosa and involving in 
time the muscular and serosal coats. In ap- 
proximately 90 per cent of the cases the proc- 
ess begins in the rectum and rectosigmoid and 
progresses proximally by direct extension. In 
some few instances, it may originate in other 
segments of the large bowel and progress in 
both directions. The degree of involvement is 
best determined by radiographic means utiliz- 
ing air contrast studies. The radiologist will 
recognize the picture of ulcerative colitis, with 
the narrowing of the lumen, the loss of haus- 
trations, the over all shortening of the length 
of the colon and the loss of the acute angu- 
lations at the hepatic, splenic and sigmoid 
flexures. 


By far the largest percentage of ulcerative 
colitis patients will be seen first by the intern- 
ist or general practitioner, and it is his respon- 
sibility to eliminate all possibilities of specific 
infections or infestations with whatever help 
he may need. Once these possibilities have 
been exhausted and a diagnosis of chronic 
non-specific ulcerative colitis has been estab- 
lished, the patient becomes a surgical, as well 
as medical problem. 


We hear a great deal of acrimonious criti- 
cism directed at the clinician for failure to 
recognize his responsibility in calling for early 
surgical consultation. However, it is my feel- 
ing that it behooves the surgeon to examine 
his own reluctance to share equally this re- 
sponsibility. 


In discussing the indications for surgical 
intervention in chronic ulcerative colitis there 


fre 


Vol 
is 
is 
( 
a 
it 
al 
b] 
m 
w 
= 
Ww 
sl 
P 
n 
fi 
a 
h 
f 
t 
i 
1 
] 
1 


Vol. 47 No. 5 


VAUGHAN AND BACON: 


is a wide divergence of opinion. A simple 
classification, again for the sake of discussion, 
is as follows: 
(1) Massive hemorrhage 
(2) Intractability and chronic invalidism 
(3) Local complication, such as fistulae, abscess, per- 
foration, stricture and obstruction 
(4) Systemic complications, such as arthritis, pyo- 
derma gangraenosum,? erythema nodosum? and 
personality changes 
(5) Pseudopolyposis and malignancy 
(6) Acute fulminating colitis 
These are not offered in the order of their 
frequency. 


Fortunately acute massive hemorrhage is not 
a frequent cause for surgical intervention as 
it is the one most likely to find the clinician 
and surgeon ill prepared. When massive 
bleeding occurs, ileostomy must be done im- 
mediately. In some instances, the bleeding 
will cease if the fecal stream is diverted. How- 
ever, it is more likely that the bleeding bowel 
will have to be removed. If the shock can be 
controlled by massive transfusions and other 
supportive measures, total colectomy is the 
procedure of choice. 

The patients falling in the category of 
medical intractability and chronic invalidism 
form the largest and most complex group. We 
are all familiar with both extremes in this class. 
There is the individual who was first found to 
have a diffuse ulcerative process in the rectum 
fading off in the rectosigmoid, with a low 
spiking fever, four to eight stools a day, with 
some puro-sanguineous mucus, in good nutri- 
tion and certainly not acutely ill. On a med- 
ical supportive regime this patient improves 
and may have a virtually complete remission 
only to flare up in a few weeks or months 
with the same process but more extensive. 
An ileostomy done at this time will save a 
large number of these persons the irreversible 
changes they will undoubtedly have if medical 
management alone is persisted. On the other 
hand, it is difficult to convince them that the 
procedure is worth while unless they have 
truly suffered from the disease. 


The other extreme in this group is the 
patient who is known to have had the dis- 
ease for a period of a year or longer, with fre- 
quent attacks of diarrhea; with some bleeding, 
and a mucopurulent discharge; with a septic 
fever and loss of weight; who on proctosig- 
moidoscopy reveals a thickened, edematous, 
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ulcerated, bleeding mucosa, with loss of lumen 
and distensibility, whose barium enema stud- 
ies appear as described previously. This in- 
dividual is a prime candidate for ileostomy 
and if at all possible, a one-stage complete 
coloproctectomy. Several years ago it was 
deemed necessary that a preliminary ileostomy 
be performed and the patient allowed to im- 
prove generally, before a complete extirpation 
of the colon was done. In more recent years 
the tendency is toward ileostomy and com- 
plete coloproctectomy in one stage.* Certainly 
my own feelings are along these lines. This 
trend of procedure is due to three factors, the 
first reason being that there is a definite tend- 
ency to operate earlier in the disease before 
the patient has reached a dangerous moribund 
stage. The second is the improvement in an- 
esthesia, and the third is our improvement in 
ability to keep the patient in a relatively good 
fluid and electrolyte balance. 


Local complications comprise the third 
group in the indications for surgical interven- 
tion. The patient who has developed peri- 
rectal abscesses resulting in fistulae and drain- 
ing sinuses is a miserably incapacitated in- 
dividual and one in whom we usually have 
little difficulty in explaining the advantage 
of ileostomy over a certain continuation of 
their present condition. Other types of fis- 
tulae, such as ileocolic, colovesical, rectovesi- 
cal, rectovaginal or colocutaneous, require 
ileostomy and coloproctectomy. 


Perforation with peritonitis or abscess for- 
mation obviously requires a diversion of the 
fecal stream with subsequent colectomy. An 
attempt to close the bowel by placing sutures 
in a seriously diseased wall meets with almost 
universally disastrous results. 


Stricture with partial obstruction or infre- 
quently total obstruction has occurred only in 
an extremely diseased colon and one in which 
no hopes can be entertained for its return to 
normal function. This colon should be sacri- 
ficed in its entirety. 


Of the systemic complications, arthritis is 
probably the most common, although pyo- 
derma gangraenosum? and erythema nodo- 
sum’ have been reported. The writer has been 
singularly struck with the personality changes 
often seen accompanying chronic ulcerative 
colitis. We are all thoroughly cognizant of 
the psychogenic background to this disease 
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and there are those who might point out that 
the mental aberration came first. However, 
the almost immediate brightening of the men- 
tal outlook accompanying the improvement 
after colectomy can be attributed only to the 
physical removal of a diseased organ. 

In cases of long standing ulcerative colitis 
there is often seen a varying degree of pseudo- 
polyposis. This is due to an inflammatory 
reaction in the mucosa and tunica propria, ac- 
centuated by the intermediary ulceration and 
wrinkling of the mucosa due to the scarring 
and resultant contraction of the muscularis. 


The high incidence of malignancy accom- 
panying pseudopolyposis is well recognized 
and variously reported in 5 to 25 per cent of 
the cases of colitis of five years or longer. 
The incidence of pseudopolyposis and malig- 
nancy appears to be directly proportional to 
the chronicity of the disease. It is a wide- 
spread feeling among many investigators that 
the appearance of polypoid changes is an im- 
perative and obligatory indication for com- 
plete coloproctectomy and furthermore the 
patient must be made to understand the pos- 
sibly serious consequences should he refuse. 


A relatively rare form of ulcerative colitis 
is the acute fulminating type. The patient 
may or may not give a history of previous at- 
tacks of colitis in varying degrees, but the on- 
set of the present attack is almost explosive 
in character. The individual is acutely ill, 
with a spiking fever, a great outpouring of 
bloody mucopurulent material from the colon 
and rapidly progresses to a moribund state. 
Ileostomy in this type of case carries a no- 
toriously high mortality, but must be done. 
We no longer feel that “the patient is too sick 
to operate upon,” but that he is too sick not to 
operate upon. 


There is some recent evidence to indicate 
that the use of ACTH or cortisone will aid 
in carrying over these acute fulminating 
cases into the chronic state and thus improve 
the operative risk. Attention should be called 
to an important surgical aspect, following the 
use of these hormones. The evidence is con- 
clusive that these agents markedly retard the 
epithelization and fibrosis of diseased bowel 
and may play an important part in subse- 
quent perforation and abscess formation.® If 
there is no immediate response, surgery must 
be undertaken anyway. 
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A reluctance on the part of both the sur- 
geon and patient to undertake a formidable 
procedure is readily understandable. There 
is the ever present hope that some new 
drug or concept will give the cure for this 
dread disease; but once the _ irreversible 
changes have taken place in the bowel wall, 
or one or a combination of two or more com- 
plications have taken place, the bold ap- 
proach is the only feasible one left. 


An ileostomy no longer holds the horror 
it once did. With the use of the various 
custom-made bags the skin is well protected 
and such patients can lead a virtually normal 
existence. There is not time to evaluate the 
merits of the various technics which are used 
in the construction of an ileostomy; however, 
several points of practical value may be men- 
tioned. A site in the right lower quadrant 
is selected in such a manner that the flange 
on the bag will not encroach on the umbilicus 
or the anterior superior iliac spine. A disc 
of skin should be excised and the fascia and 
muscle incised transversely to prevent obstruc- 
tion at the abdominal wall. A soft No. 22 
mushroom catheter with the tip cut away and 
additional holes made is inserted in the lumen 
and a Daniels clamp applied. In four or five 
days the catheter is removed and one of the 
protective bags is applied immediately. In 
four to six weeks after the stoma has reached 
a more stationary size, one of the custom- 
made bags is used. I should like to refer you 
to the paper by Dr. Rupert B. Turnbull of 
the Cleveland Clinic on “Management of 
Ileostomy,” that will appear in the American 
Journal of Surgery. This is a classic piece of 
work and certainly I can add nothing to it. 

A complete coloproctectomy with ileostomy 
is unquestionably a formidable procedure, par- 
ticularly in these very ill persons. All of us 
can cite cases where portions of the colon or 
rectum have not been excised and a later anas- 
tomosis was done, but unless the operator is 
certain that he is dealing with uninvolved 
bowel, he is treading on extremely dangerous 
ground. Temporizing with the radical opera- 
tion is to be deplored. Actually the leaving 
of potentially diseased colon or rectum is the 
dangerous approach. 
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DISCUSSION (Abstract) 


Dr. Earl Rasmussen, Atlanta, Ga——We are forced 
to meet and overcome more problems in a patient 
with ulcerative colitis than in a patient with almost 
any other condition. 

In what other single situation do we encounter such 
complications as chronic recurring diarrhea, anorectal 
fisulas, anal incontinence, joint involvement, acute 
colon perforation or obstruction, massive hemorrhage, 
and added to these, pseudo-polyposis and malignancy? 
Certainly it is our desire to forestall the development 
of these serious and sometimes fatal complications. 

Until we understand the etiology, and have at hand 
some better form of therapy, total coloproctectomy 
and ileostomy will remain the treatment of choice 
when surgical intervention is necessary. 


I am not convinced that the psychogenic factor 
plays a primarily important role in the etiology of 
this disease. I rather believe that it is a factor which 
is the result of the disease, such as would be present 
in most debilitating conditions of long standing. We 
have seen ulcerative colitis in the acute fulminating 
form in a three-year-old child. Several other cases 
occurring in children, even in the newborn, have been 
reported. 


I am certainly in agreement with Dr. Vaughan in 
that the patient should never be told he is cured of 
this disease even in a mild form by medical manage- 
ment. It has been observed that in some instances the 
disease is reversible and an area in the colon and rec- 
tum will heal. However, we know that exacerbations 
frequently occur. 


The indications for surgery have been well outlined. 
The acute toxic form constitutes about 4 to 5 per cent 
of all cases of ulcerative colitis. This is the most con- 
troversial of the surgical indications and the mortality 
is greatest in this phase regardless of type of treat- 
ment. We are beginning to feel that ileostomy alone 
offers these patients very little, and that probably a 
bolder approach should be taken, and an ileostomy 
plus colectomy should be done even in these very 
sick patients. As has been said before, these patients 
die as a result of their disease, not as a result of 
surgery. 

We have not had enough experience with ACTH 
or cortisone to evaluate their usefulness in the disease. 


We have had two mortalities in 21 operative pa- 
tients, and both of these patients were in an acute 
fulminating phase. An ileostomy alone had been done 
in both instances. One of these patients was a three- 
year-old child, and the other was a 27-year-old student. 

We have operated upon three patients as emergencies 
with acute massive hemorrhage and in each instance 
a coloproctectomy was necessary to control bleeding. 
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Of importance is the fact that two of these patients 
already had ileostomies. This as well as other experi- 
ences has led us to believe very strongly that once the 
indication exists for surgical intervention, an ileostomy 
and complete coloproctectomy should be done. We do 
not believe the patient is well until his colon and 
rectum have been removed. 

As Dr. Vaughan has said, there is much evidence 
that longstanding ulcerative colitis, especially with 
polypoid changes in the mucosa, bears a relationship 
to the occurrence of malignant change. 


We have preferred to carry out the operation in 
stages, and have done a one-stage procedure on only 
one occasion. I agree that there are definite advantages 
in doing an ileostomy and complete coloproctectomy 
in one stage, and I believe we shall do more one- 
stage procedures in the future if the patient is a rel- 
atively good risk. 


Dr. Howard Trimpi, Philadelphia, Pa——When we 
started our work upon these patients we performed 
ileostomy without thought of colectomy to follow; later 
due to rather high mortality and high morbidity with 
this alone we found it better to perform colectomy in 
all cases. 


At first we took as many as five stages to complete 
the operation. Due to complications such as obstruc- 
tion, abscess and fistula, bleeding and toxicity, and 
because of a mortality in 36 cases of ileostomy alone 
of 11.5 per cent, we elected to perform ileostomy, 
synchronizing the ileostomy in one stage with col- 
ectomy. The results were good. We had no mortalities 
in a series of 46 colectomies. 


The total series of cases in a 13-year period was 
$31. Of those 24.5 per cent, which is 82 patients, re- 
quired operation. The other cases, although severe, 
we treated medically and most of them are under 
control. I do not say they are cured. From time to 
time one of the old patients will come back and we 
have to operate. 

Going back now to our experiences with total colec- 
tomy and ileostomy, we excised the colon down to the 
sigmoid, and brought up the sigmoid as a sigmoidal 
colostomy, leaving it in the lower part of the wound. 
This worked very well, but there was usually a good 
deal of infection around that lower stoma. It was 
filled with purulent material, often strictured, and in 
one case we discovered a malignancy that we had not 
previously suspected, so today we do a complete one- 
stage operation consisting of synchronous ileostomy, 
and total colectomy, with proctectomy in one stage. 


This is a formidable procedure, but so far in seven 
cases it has worked out dramatically. The patients are 
cured rather quickly, and they leave the hospital to 
be rehabilitated in a very short time. They return to 
their occupations much more rapidly. 

Surgery offers a cure for this disease, and frequently 
the only cure. Seriously ill patients respond dra- 
matically and rehabilitation is rather remarkable. Our 
rehabilitation rate is at present 91 per cent. 


Dr. Vaughan (closing)—Two psychiatrists told me 
that they had never seen a case of chronic ulcerative 
colitis cured by a psychiatrist, and that the disease was 
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non-existent in the psychiatric clinic they used. With 
a high concentration of disturbed people a high inci- 
dence of ulcerative colitis was not found. There has 
been a trend, and everyone has the feeling that these 
people are disturbed, that there is something in their 
mental make-up which is a background for this condi- 
tion and it may prove to be true. 


FETAL SALVAGE* 


A COMPARATIVE STUDY OF TWO FIVE-YEAR 
PERIODS 


By H. Voert, Jr., M.D. 
and 
Husert A. Ritter, M.D. 
St. Louis, Missouri 


In this study an attempt has been made to 
compare the results in fetal salvage during 
two consecutive five-year periods, namely, 
1943 to 1947 inclusive, and 1948 to 1952 in- 
clusive. The reasons for this comparative 
analysis lie in the more or less recent adop- 
tion of certain measures which would seem 
capable of affecting favorably the salvage of 
newborn infants. These measures are: (1) the 
more frequent use of blood transfusions, in- 
cluding exchange transfusions; (2) the use 
of antibiotics; (3) the development and re- 
finement of surgical procedures designed to 
correct cardiac and other bodily abnormali- 
ties; (4) better facilities for care of the new- 
born, particularly the premature, in the 
nursery. It would seem, therefore, that since 
these measures have developed more decisive- 
ly during the last few years, a better rate of 
salvage is to be expected in the 1948 to 1952 
group than in the earlier group of cases. 


This is not the case. In Chart 1 there is 
shown the percentage of fetal deaths to num- 
ber of deliveries, as well as a compilation of 
the total number of deliveries and total num- 
ber of fetal deaths. 


The percentage of fetal deaths for the first 
five-year group is 1.43, whereas for the sec- 
ond group it is 1.44. In the light of the 
theoretical advances listed above, it is justi- 


*Read in Section on Obstetrics, Southern Medical Association, 
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fiable to attempt explanations for the some- 
what puzzling lack of improvement in the 
latter group. Either St. Mary’s Hospital of 
the St. Louis University Group, from which 
our records were compiled, has not improved 
with the times, or there are other reasons, 
material or human, that will help to explain 
this anachronism in figures. Since St. Mary’s 
Hospital actually has kept pace remarkably 
well in improving its physical capacities, the 
explanation must lie elsewhere. Most signifi- 
cantly, a correction in our figures can be 
carried out legitimately. Eighteen of the 129 
deaths that occurred in babies in the first 
five-year group weighed less than 1,250 grams 
while in the second group 49 of the 238 
deaths weighed less than 1,250 grams. This 
weight, 1,250 grams, has been used to divide 
infants as to viability and non-viability. In 
other words, very few infants will survive if 
they weigh less than 1,250 grams at birth. 
Thus, if we deduct these infants weighing less 
than 1,250 grams from the totals we arrive at 
the following figures: 


Group 1 (1943-1947) 111 deaths in 8,989 deliveries, 
1.23 per cent 


Group 2 (1948-1952) 189 deaths in 16,432 deliveries, 
1.15 per cent 


With a correction in statistics, therefore, 
that to us, at least, seems justifiable; the death 
rate in the second group is lower as it should 
be. 

Table 1 lists the various causes of death in 
the two five-year periods. There are several 
notable features in this table. Almost 60 per 
cent of the deaths during both periods were 
the result of prematurity, and approximately 
20 per cent were due to congenital anomalies. 
One might assume that little can be done to 


CAUSES OF DEATH 


Total Number of Cases 


Principal Cause 1943-1947 1948-1952 


Prematurity 74 135 
Congenital anomalies 24 49 
Erythroblastosis 16 16 
Brain injury 10 
Atelectasis 2 15 
Pneumonia 2 
Asphyxia 1 4 
Incidentals 3 5 

Totals 129 238 

TABLE | 
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decrease the newborn losses in these sizeable 
groups. The validity of such an assumption 
is Open to question. Chart 2 may serve to 
clarify and interpret this question. 

This graph indicates the number of theo- 
retically salvageable infants. The authors use 
this phrase in order to connote a group of in- 
fants which might have survived had all 
therapy been optimal. Our criteria for placing 
infants in this category are: 

(1) All cases in which obstetric or nursery 
care was inefficient. 

(2) All cases in which infection played a 
major part in the death. 

(3) Only those congenital anomalies that 
have been shown to be correctable by surgical 
procedures. 

(4) All otherwise uncomplicated prema- 
ture infants except those weighing less than 
1,250 grams at birth. 

This may be a somewhat different ap- 
proach to an old problem but we feel that in 
order to combat newborn losses we must first 
determine where to center our greatest at- 
tention and furthermore how much we may 
accomplish by more refined technical and 
nursing care. 


Of the 129 newborn deaths for the first 
five-year period, 74, or 57 per cent, were 
classed as theoretically salvageable infants, 
while of the 238 cases in the second group, 
only 98, or 41 per cent, were so classed. There- 
fore, during the second five-year period a 
much larger number of theoretically un- 
salvageable infants came to the nursery than 
during the preceding five-year period. This 
would indicate that infants formerly not sur- 
viving the trauma of birth are now sent to 
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the nursery for further care. Immediately 
there arises from this the implication of faulty 
nursery care. Had conditions in the nursery 
been as nearly perfect as is possible, how 
many of these so-called unsalvageable pre- 
matures would have been saved? Had such 
perfection existed, how much better would 
the salvage rate be for the second five-year 
group? 

A comparative chart of the causes of death 
among the theoretically salvageable infants 
for the two five-year periods is presented. 
Table 2 indicates that prematurity is much 
the most common cause while congenital 
anomalies, brain injuries and erythroblastosis 
follow in close order. 


Two causes are prominent because of the 
differences in their incidence between the 
two five-year periods, namely, the rather 
marked drop in erythroblastotic infants lost 
in the second group and the increased num- 
ber of cases of atelectasis also in group two. 
In the erythroblastosis cases it is probable 
that the increased salvage rate results from 


CAUSES OF DEATH IN THE THEORETICALLY 
SALVAGEABLE CASES 


Number of Cases 


Causes of Death 1943-1947 1948-1952 


Prematurity 36 52 
Erythroblastosis 12 5 
Congenital anomalies ll 10 
Brain injury 6 10 
Atelectasis 2 13 
Pneumonia 2 4 
Diarrhea 2 1 
Asphyxia z 1 
Incidentals 1 2 

Totals 74 98 

TABLE 2 


AVERAGE WEIGHT AND LENGTH OF 


Group 1! 
Average weight (grams) 
Average length of gestation (weeks) 


Group 2 
Average weight (grams) 
Average length of gestation (weeks) 


GESTATION IN PREMATURE INFANTS 


Average 
for Five 
1943 1944 1945 1946 1947 Years 
1430 1375 1110 1229 1136 1256 
30.2 30.3 $0.2 $2.3 29.1 30.4 
Average 
for Five 
1948 1949 1950 1951 1952 Years 
1477 1238 1052 1044 1067 1175 
31.3 27.8 28.9 28.8 29.3 29.2 
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management of these infants with trans- 
fusions soon after delivery. The increase in 
atelectasis is most probably due to more 
diligent attention to the problem, making 
for greater alertness and, hence, an increased 
incidence of diagnosis. The other diagnoses 
listed do not require further explanation. 
The average weight and length of gestation 
in premature infants is presented in Table 3, 
which indicates that a significantly greater 
number of infants are being sent to the 
nursery now than in years past. During the 
past three years, there has been an average 
weight for prematures of 200 grams less than 
we have heretofore considered salvageable. 
Chart 3 attempts to explain the reduction 
in the number of theoretically salvageable 
babies lost during the last five years. It is in- 
teresting to note a 7.23 per cent increase in 
congenital deformities which were not con- 
sidered salvageable. There seems to be no 
satisfactory explanation available for this in- 
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crease. The cause for the increase in un- 
salvageable prematures has been stated 
earlier. The improved obstetrical care to 
which we have alluded probably rests on sev- 
eral factors. Not the least of these is the con- 
duct of premature labors along exactly sim- 
ilar lines as full term labors except that 
greater care is observed in the use of sedation 
and anesthesia. The delivery is conducted 
with all the care and facilities of a full term 
delivery, no matter how small the infant. 
Moreover, even the slightest complication 
makes mandatory a consultation with a qual- 
ified staff obstetrician if the case is being 
cared for by a general practitioner. Finally, 
there has been only an insignificant increase 
in the number of unsalvageable erythroblas- 
totics born, 1.5 per cent. 


Thus Chart 3 accounts for 15.43 per cent 
of the 16 per cent difference in the number 
of unsalvageable babies born during the two 
five-year periods. 


FACTORS INVOLVED IN THE REDUCTION OF THE NEWBORN DEATH RATE IN | 
THEORETICALLY SALVAGEABLE CASES 


(I.)Percentage of Congenital Anomalies Considered Unsalvageable: 


1943-1947 


1948-1952 


1223 


(13 cases) 


PER 
CENT 


Difference 7.2 
Cenr(.39 cases) 


(2)Percentage of Infants Weighing Less Than 1250 Grams: 


1943-1947 I39 


(18 cases ) 


1948-1952 


Difference 6.7 
20.6868 (49 cases 


(3:)Percentage of Erythroblastosis Considered Unsalvageable: 


1943-1947 
1948-1952 


Total difference in three groups 


Cuart 3 


(4 cases) 


4.6 


(| cases) 


PER 


Difference 


15.43 
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Table 4 lists the predisposing factors to the 
deaths of certain infants. Such factors are 
not apparent in all cases but when they are 
present they furnish evidence as to where 
blame should be placed for the loss of the 
baby. In most instances the fault is that of 
the attending physician. 

For example, nine babies died from brain 
injury. Each of these cases was lost as a direct 
result of atrocious obstetrical management. 
It is simply not good obstetrics to deliver an 
elderly primigravida with breech presenta- 
tion from below. Alpha-hypophamine used 
to hasten labor must be used most cautiously, 
if at all. The other deaths in this group re- 
sulted from equally poor handling by the 
physician. 

Seven cases died from atelectasis. Since this 
is not an incurable disease, it is reasonable to 
presume that had the diagnosis been made 
early enough, a sizable proportion of these 
babies would have survived. In this group, 
at least a portion of the blame must rest 


FACTORS PREDISPOSING TO DEATH IN CERTAIN 
CASES THAT WERE CONSIDERED SALVAGEABLE 


Number of Cases 


Cause of Death 1943-1947 1948-1952 Predisposing Factors 
4 3 Premature rupture 
of membranes 
4 0 Severe toxemia 
5 1 Excessive analgesia 
Prematurity 2 1 Placenta praevia 
6 10 Abruptio placentae 
2 3 Multiple births 
0 l Induction of labor for 
prolonged pregnancy 
0 5 Breech 
1 2 Breech 
0 1 Uterine rupture 
Atelectasis 0 l Placenta praevia 
0 1 Abruptio placentae 
0 1 Cesarean section 
l 0 Breech with 
Duhrssen’s incisions 
1 0 Prolonged labor 
i 0 Low forceps delivery 
Brain Injury 0 1 Breech in elderly 
primigravida 
0 2 Precipitate labor 
0 2 Breech extraction 
0 1 Alpba-hypophamine 
to hasten delivery 
TABLE 4 
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with the pediatrician and the nursery. Still, 
human frailty is the main causative agent. 

Finally, approximately fifty prematures 
might have been saved. Here the reasons are 
not clearly drawn. However, it is probably 
safe to say that more intelligent care of the 
mothers who bled before delivery, might well 
have resulted in at least a small number of 
surviving infants in this group. It goes with- 
out adding further derogatory remarks that 
excessive analgesia for a mother about to de- 
liver a premature is hardly justifiable. Also, 
no further comment is needed other than to 
call attention to the mistake of inducing 
labor in so-called prolonged pregnancy and 
delivering a premature, non-surviving baby 
as a result. 


SUMMARY AND CONCLUSIONS 


(1) Two consecutive five-year periods, 1943 
to 1947 inclusive and 1948 to 1952 inclusive, 
have been analyzed with regard to the fetal 
salvage rate at a private hospital. 


(2) Certain means, used more frequently 
in recent than in past years, would seem to 
influence the fetal loss so that a lesser rate 
should be expected in group two, 1948 to 
1952. 

(3) Such is the case only if we eliminate 
a group of babies weighing less than 1,250 
grams from our statistics. In this event, the 
fetal death rate for the first period is 1.23 
per cent whereas it is 1.15 per cent for the 
second period. 

(4) Certain factors directed toward re- 
ducing mortality are outlined. A greater 
number of theoretically salvageable cases are 
now actually surviving. 

(5) Human errors, lack of judgment, poor 
obstetrical, and, to a lesser extent, pediatric 
care are the chief offenders against further 
reduction in the percentage of babies lost. 

(6) It is safe to prophesy that, through the 
medium of better teaching, closer super- 
vision, and better physical equipment, the 
rate of loss will be lower should this analysis 
be carried through the next five years to 1957. 


Discussion follows next paper, page 475. 
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FETAL LOSS IN RELATION TO 
MATERNAL MORTALITY* 


By JaMEs F. DONNELLY, M.D. 
Winston-Salem, North Carolina 


In August, 1946, the Committee on Mater- 
nal Welfare of the Medical Society of the 
State of North Carolina began an investiga- 
tion of all the maternal deaths which oc- 
curred in the state. The original purpose of 
the study was to determine whether any pre- 
ventable factors were present and what they 
were. The Committee received reports on 
1,000 cases classed as maternal deathst from 
1946 until 1951. Of these 1,000 cases 844 were 
considered to be directly related to some com- 
plication of pregnancy and therefore were 
considered obstetrical deaths.t 


For statistical purposes in the study the 
major cause of death was assigned to each 
case reported, although in many cases more 
than one complication was present. The pri- 
mary causes of death are listed in Table 1. 


Toxemia of pregnancy and hemorrhage ac- 
counted for over half the entire group of ob- 
stetrical deaths. These were followed by pul- 
monary embolism, infection, heart disease, an- 
esthesia and other miscellaneous obstetrical 
complications. 


The committee, of course, was primarily 
interested in maternal deaths, but during the 
study one of the striking features was the 
low rate of fetal salvage in this group of pa- 
tients. Only 41 per cent of conceptions in 
these women resulted in a living infant which 
survived the neonatal period. For the purpose 
of this study abortions, ectopic pregnancies, 
stillbirths, pregnancies not delivered, and neo- 


*Read in Section on Obstetrics, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 

*From the Department of Obstetrics and Gynecology of the 
Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, North Carolina. 


tA maternal death is defined as any death, regardless of 
cause, occurring during pregnancy, or within six months after 
the termination of pregnancy. (The Children’s Bureau defines 
this as being up to a period of one year following pregnancy 
but for our study this has been reduced to a period of six 
months). 

tA death is considered an obstetrical death if the major 
cause of death falls into any one of these three groups: (1) 
direct obstetrical complication such as abortion, ectopic preg- 
nancy, hyperemesis, postpartum hemorrhage, toxe.nia, pulmo- 
nary embolism, anesthesia; (2) diseases aggravated by the phys- 
iological changes in pregnancy, such as renal or hepatic disease, 
tuberculosis, pneumonia; (3) diseases leading to obstetrical 


complications or necessitating obstetrical intervention, such as 
acute peritonitis following appendicitis leading to abortion or 
premature labor. 
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natal deaths were considered as fetal wastage 
or fetal loss. Although a large number of fac- 
tors influence the ultimate outcome of any 
given conception, Clifford and Irving! have 
listed the most important. 

The complications which led to the death 
of the mother contributed to the factors listed 
in Table 2 exclusive of the first two. It would 
seem reasonable that any reduction in the 
frequency or severity of the maternal compli- 
cations would be rewarded by both a reduced 
maternal mortality as well as a lower fetal 
wastage. 

The examination of the primary causes of 
death reveals clearly that fetal loss was defi- 
nitely related to the complications which led 
to the maternal death. 


In Table 3 the fetal loss and salvage are 
shown in relation to the primary cause of 


PRIMARY CAUSE OF MATERNAL DEATH 


Toxemia 264 
Hemorrhage 259 
Embolism 74 
Infection 73 
Cardiac 46 
Anesthesia 25 
Other obstetrical 103 
Total 844 
TABLE 1 


FACTORS INFLUENCING OUTCOME OF CONCEPTION 


(1) Vitality of conception 

(2) Fetal disease 

(3) Maternal disease 

(4) Fetal anoxia 

(5) Fetal maturity 

(6) Analgesia and anesthesia 

(7) Mechanical factors associated with delivery. 


TABLE 2 


FETAL LOSS IN RELATION TO PRIMARY CAUSE 
OF MATERNAL DEATH 


Primary Cause of Maternal Fetal Fetal Per Cent 

Death Loss Salvage Salvage 
Toxemia of pregnancy 149 115 43 
Hemorrhage 168 91 33 
Pulmonary embolism 44 30 40 
Infection 59 14 19 
Cardiac 17 27 54 
Anesthesia 12 13 52 
Other obstetrical 57 46 45 
Total 506 336 40 


TABLE 3 
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maternal death. The percentage of fetal sal- 
vage varies from 19 to 54 with less than 50 
per cent in all but one of the groups. In 
nearly all cases the fetal loss was considered to 
be related to the maternal complications. This 
is supported by reports of other authors.?-* 
A number of the fetal losses could be con- 
sidered non-preventable since abortions and 
ectopic pregnancies are included. However, a 
fairly high percentage of the abortions were 
known or suspected of being illegitimate and 
could thus be considered as preventable. The 
low salvage rates noted from toxemia of preg- 
nancy and hemorrhage were anticipated since 
many patients suffering with toxemia have 
had the complication for a long period of 
time and many of the hemorrhages occurred 
in the antepartum period. A surprising num- 
ber of stillbirths and neonatal deaths were 
associated with postpartum hemorrhage and 
pulmonary embolism where the effects of the 
maternal complication would not seem to 
have any influence on the fetal prognosis. The 
very low salvage secondary to maternal infec- 
tion was largely due to the fact that half of 
these maternal deaths resulted from infected 
abortions. 

In summary, 814 women died as a direct 
result of obstetrical complications. Five hun- 
dred and six of these pregnancies terminated 
either in abortion, ectopic pregnancy, still- 
birth, neonatal death, or the fetus was unde- 
livered at the time of the maternal death. The 
remaining 338 were born alive and survived 
the immediate prenatal period. It seems obvi- 
ous, therefore, that reduction of the maternal 
mortality will result in a concomitant de- 
crease in the fetal wastage. 


GENERAL FACTORS 


In the survey it was apparent from the out- 
set that certain general factors accounted for 
the maternal mortality rate in the state of 
North Carolina. These factors are largely so- 
cial and economic in nature. For instance, 
Mengert® says that fetal and neonatal mor- 
tality rates in his hospital are two to three 
times higher in the non-white population 
than in the white. This is confirmed by our 
own state public health statistics. It is inter- 
esting to note that in 1940, in the state of 
North Carolina, there were two white mater- 
nal deaths to each non-white. By 1950 this 
ratio had nearly reversed. 
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In the past two decades there has been a 
rather remarkable increase in the frequency 
of hospital deliveries. Concomitant with this 
increase there has been a decrease in maternal 
mortality as well as an increase in the over- 
all fetal salvage. This relationship can be seen 
in Table 4. 

These changes are not due entirely to the 
fact that the patient is hospitalized for deliv- 
ery, but to the superior facilities in hospitals 
such as blood banks, trained medical and 
nursing personnel and all the improved ben- 
efits of modern medicine. 


Toxemia of Pregnancy (Table 5).—Preven- 
tion, or control, of toxemia of pregnancy 
should result in a greatly improved fetal sal- 


MATERNAL MORTALITY AND HOSPITALIZATIONS 
OF BIRTHS IN THE UNITED STATES, 1935-1950 
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TABLE 4 


FETAL WASTAGE IN TOXEMIA 


Toxemia, 264 


Abortion and ectopic 6 
Undelivered 62 
Stillborn 62 
Neonatal death 19 
Fetal loss 149 
Fetal salvage 115 


TABLE 5 
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vage. Examination of the records of the 264 
women who died from toxemia revealed that 
in many cases there were preventable factors. 
There is no known specific therapy for the 
treatment of acute toxemia of pregnancy or 
for acute exacerbations of chronic hyperten- 
sive disease associated with pregnancy. How- 
ever, in the majority of cases, this complica- 
tion can be controlled so that the outcome 
for the mother is successful and the fetal loss 
can be reduced to a minimum. 


The single largest factor noted in this group 
of patients was the inadequacy of the prenatal 
care which the patient received. In approxi- 
mately half of the cases the patients failed to 
seck prenatal care because of apathy, ignor- 
ance, superstition or for economic reasons. 
These patients were not seen by a physician 
until the disease was well advanced and there 
was little chance to obtain a live infant or 
to save the mother. Patients who received 
prenatal care were not seen so frequently as 
recommended by the American Committee of 
Maternal Welfare. It is customary in our state 
for prenatal visits to be made on a monthly 
basis which particularly in the latter portion 
of pregnancy is not sufficiently frequent. A 
few patients fail to receive a sufficiently com- 
prehensive physical examination to detect the 
complication. It is well known that the in- 
cidence of toxemia among patients receiving 
adequate prenatal care is considerably less 
than among those who do not receive this 
care. 

The second factor of importance noted in 
this group was the failure to hospitalize pa- 
tients when early manifestations of toxemia 
were noted. The majority of the patients with 
toxemia were treated at home. The funda- 
mental treatment of toxemia: bedrest, high- 
protein low-salt diet, and sedation, would ap- 
pear applicable in the home. However, social 
and economic factors enter into the manage- 
ment. The majority of these patients were not 
only financially unable to afford a high pro- 
tein diet, but from habit found such a diet 
disagreeable. Adequate rest in a poor environ- 
ment, usually over crowded, is almost unob- 
tainable. Many of the patients live in areas 
which are remote from medical care and are 
difficult to follow as closely as desired. 


Hospitalization in early toxemia serves two 
purposes: (1) to establish a base line in re- 
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gard to the patient’s cardiorenal reserve and 
(2) to insure proper understanding on the 
part of the patient in regard to diet, rest and 
salt restriction. During hospitalization the pa- 
tient can be assured of adequate rest and seda- 
tion and the recommended medications are 
easily controlled. Economic factors are ex- 
tremely important in this complication. Per- 
sonal interviews with physicians throughout 
the state reveal that many are very reluctant 
to refer these patients to the hospital because 
of the cost. The rapid and progressive im- 
provement of the economic situation in the 
state will do much to alleviate this situation. 

Many patients with toxemia of pregnancy 
deliver prematurely. Prematurity alone is one 
of the commonest causes of neonatal deaths. 
Premature infants born to the severely toxic 
mother are born under a double handicap of 
the maternal complication and prematurity. 
Adequate hospital facilities for the care of 
the premature infant must be available if 
fetal loss is to be reduced. 

Hemorrhage (Table 6)—The second com- 
imonest cause of maternal deaths in this state 
was hemorrhage. In this group abortion and 
ectopic pregnancy accounted for 49 of the 
deaths. 


It is interesting to note (Table 7) that of 


FETAL WASTAGE IN HEMORRHAGE 


Hemorrhage, 259 Cases 
Abortion and ectopic 49 
Undelivered 12 
Stillborn 95 
Neonatal death 12 
Fetal loss 168 
Fetal salvage 91 
TABLE 6 
CAUSES OF HEMORRHAGE 
No. Cases Per Cent 
Abortion 16 6 
Ectopic pregnancy 33 12 
Premature separation of placenta 53 20 
Placenta previa 25 10 
Postpartum hemorrhage (atony) 90 35 
Rupture of the uterus 27 11 
Miscellaneous 15 6 
Total 259 100 


TABLE 7 
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the 259 pregnant women who died from hem- 
orrhage only one-third of the pregnancies 
reached term and survived the neonatal pe- 
riod. A certain percentage of these, those due 
to abortion and ectopic pregnancy, may be 
considered to be non-preventable. Some of 
the abortions were either therapeutic or il- 
legitimate and might thus be considered pre- 
ventable. Certain hemorrhagic complications 
might be expected to be associated with a 
high fetal death rate, such as placenta previa, 
premature separation of the placenta. How- 
ever, the incidence of fetal salvage with such 
complication as postpartum hemorrhage was 
equivalent to that associated with the various 
antepartum causes of hemorrhage. 


The most striking feature in this group of 
patients was the fact that only 81 received any 
blood whatsoever. Less than 10 per cent of the 
patients who were transfused received what 
was considered to be adequate replacement 
of the blood loss. Many of the infants in this 
group died undelivered as the result of the 
untreated maternal hemorrhage. The fetus 
died as a consequence of maternal blood loss 
with the associated fetal anoxia. Adequate 
blood replacement would have saved many 
of these patients as well as their infants. 

Other factors influencing the fetal outcome 
were delay in the institution of an indicated 
obstetrical procedure such as cesarean section, 
delay to hospitalize the patient in labor at 
home with antepartum bleeding, failure of 
the midwives to obtain medical assistance 
when confronted with antepartum hemor- 
rhage. Many of these infants could have been 
saved had adequate and proper measures been 
taken to combat the loss of blood. 

Pulmonary Embolism (Table 8).—The third 
commonest cause of maternal death was 
pulmonary embolism. At first glance the poor 


FETAL WASTAGE IN EMBOLISM 


Embolism, 74 

Abortion and ectopic 14 
Undelivered 6 
Stillborn 
Neonatal death 13 
Fetal loss 44 
Fetal salvage 30 
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fetal salvage of 40 per cent seems out of pro- 
portion since this complication is predomi- 
nantly postpartum. Further examination of 
the data reveals that a number of other com- 
plications existed which could be considered 
as predisposing factors for the embolism. The 
high fetal loss is probably attributable to these 
factors rather than to the embolic complica- 
tion per se. 


In the remaining cases (Table 9) there was 
no known antecedent factor which predis- 
posed to the embolism. However, since over 
half of the patients had relatively serious com- 
plications, it appears that measures to con- 
trol these could well result in the reduction 
of the fetal loss. 


Infection (Table 10).—Infection as the pri- 
mary cause of maternal death occurred in 73 
cases. Half of these were in the pre-viable 
stage and most were associated with illegiti- 
mate abortions. The fetal salvage in this 
group was 54 per cent. However, if deaths 
secondary to abortion are eliminated the per- 
centage of fetal salvage is considerably higher. 
The data on the pregnancies that reached 
viability are difficult to interpret since the 
majority of patients died 4 to 6 weeks post- 
partum after a prolonged illness. Some of the 
infections were noted to be present before 
or during labor and accounted for the loss 
of the fetuses that were viable. 


PREDISPOSING FACTORS IN EMBOLISM 


Abortion 12 
Ectopic 2 
Venous complications (antepartum) 15 
Hemorrhage 8 
Toxemia 20 
TasBLe 9 
FETAL WASTAGE IN INFECTION 
Infection, 73 Cases 
Abortion and ectopic 36 
Undelivered 1 
Stillborn 16 
Neonatal death 6 
Fetal loss 59 
Fetal salvage 14 


Taare 8 
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Cardiac (Table 11)—There were 46 pa- 
tients who died from cardiac failure due to 
rheumatic heart disease. Twenty-seven of 
these patients carried their pregnancies to 
term and had live born infants which sur- 
vived the neonatal period. The rest of the 
patients died weeks following their deliveries 
so that the lethal factors had little or no 
effect on the infant. The sustained fetal 
loss occurred in those patients who died un- 
delivered or who were in failure during labor 
and delivery so that the infant died from fetal 
anoxia. Early recognition and treatment of 
impending cardiac failure might well have 
resulted in the survival of some of these in- 
fants. An interesting observation was that 20 
per cent of these patients developed various 
degrees of toxemia of pregnancy in addition 
to the rheumatic heart lesions. With several 
exceptions the toxemia was not severe, but 
could still be considered a possible factor in 
the fetal loss. 

Anesthesia (Table 12).—Twenty-five of the 
patients died as the result of an anesthetic 
agent administered either for delivery or 
abortion. An anesthetic death is due primarily 
to the toxicity of the anesthetic agent or some 
pulmonary difficulty. The anesthetic agents 
responsible may be seen in Table 13. 


All of the spinal deaths occurred immedi- 
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ately after the injection of the anesthetic 
agent and accounted for the majority of the 
fetal deaths. In these patients the infant died 
undelivered while attempts were being made 
to resuscitate the mother. In the majority of 
cases the dose of the anesthetic agent used was 
nearly double that normally used for obstetric 
cases. Perhaps more important was the fact 
that this particular anesthetic agent was se- 
lected because no anesthetist was available. 
The majority of deaths due to inhalation an- 
esthesia followed the delivery of the infant, 
which was not affected. In several cases, how- 
ever, the maternal anoxia preceded delivery 
with the result that the infant succumbed. 

Other Obstetrical Complications (Table 14). 
—In the final group there were 103 maternal 
deaths with a fetal salvage of 45 per cent. 
These deaths were due to a multiplicity of 
causes including tuberculosis, acute yellow 
atrophy, acute surgical abdomen, and so on. 
There are many factors which were responsi- 
ble for the relatively low fetal salvage. In gen- 
eral, however, there was failure of early diag- 
nosis and the initiation of adequate treatment 
due to the fact that pregnancy distorted the 
clinical picture. 


DISCUSSION 


All previous studies concerning fetal wast- 
age have dealt primarily with all pregnancies 


FETAL WASTAGE IN HEART DISEASE 
Cardiac, 46 Cases 
Abortion and ectopic 
Undelivered 
Stillborn 
Neonatal death 


Fetal loss 
Fetal salvage 
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TABLE 11 


FETAL WASTAGE IN ANESTHESIA 
Anesthesia, 25 
Abortion and ectopic 
Undelivered 


Stillborn 
Neonatal death 


Fetal loss 
Fetal salvage 


AGENTS RESPONSIBLE FOR ANESTHETIC DEATHS 


Spinal 

Ether 
Chloroform 
Pentothal 
Cyclopropane 
Curare 

Local 


NON OO 


Tasre 13 


FETAL WASTAGE DUE TO OTHER OBSTETRICAL 
CAUSES 


Other obstetrical cases, 103 


Abortion and ectopic 13 
Undelivered 13 
Stillborn 27 
Neonatal death 4 
Fetal loss 


Fetal salvage 


TaBLe 12 


TABLe 14 
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whether or not the mother survived. The 
present study concerns the fate of the concep- 
tion in those women who succumbed to some 
complication of pregnancy. During the past 
two decades in the United States we have wit- 
nessed a remarkable drop in the maternal 
mortality rates. At the same time there has 
been reduction in fetal loss in a much less 
dramatic fashion. One of the reasons has been 
the wide publicity concerning maternal death 
rates and the extensive efforts to reduce them. 
In contrast the fetal death rates have received 
only minimal attention in spite of the fact 
that they continued to be much higher than 
they should be. Yerushalmy quoted by Green- 
hill,* says that for every 1,000 living children 
at the age of one year there are 1,225 concep- 
tions. Of the 225, approximately 150 are due 
to abortions, many of which are illegitimate. 
Thirty are stillborn and 45 die within the 
first year of life, most of these within the first 
month. Some idea of the total fetal wastage 
may be seen in Table 15. These figures are 
from five different hospitals and _ illustrate 
the total fetal wastage observed in these in- 
stitutions. These hospitals are all renowned 
for their excellent obstetrical practice and 
represent several different religious philoso- 
phies. From all of the data available on the 
ultimate outcome of a given pregnancy the 
indication is that one in every 10 conceptions 
is lost due to one or another cause. 


Examination of the factors leading to the 
loss of a conception falls into four classifica- 
tions.® First, approximately 2 per cent of con- 
ceptions terminate with the loss of the fetus 
due to congenital abnormalities. At the pres- 
ent time there appears to be no way of re- 
ducing the loss from this cause with the pos- 
sible exception of improved treatment for 
erythroblastosis. The second category is that 
of premature delivery. Nearly 15 per cent of 
all the premature deliveries occur without 


PERCENTAGE FETAL LOSS IN 42,543 CASES 


Hospital Abortion Stillbirth Neonatal Total 
1 45 2.5 1.4 8.4 
2 2.5 2.4 2.6 7.6 
3 7.5 1.6 2.0 11.1 
+ 2.8 2.5 1.4 6.8 
5 6.6 2.4 15 10.51 
TABLE 15 
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any known predisposing factor. In this group 
of infants the improved management of pre- 
maturity may result in a significant salvage. 
A large percentage of premature deliveries are 
associated with definite obstetrical complica- 
tions of which toxemia of pregnancy is one 
of the most common. Hemorrhagic complica- 
tions, and other maternal diseases such as 
acute medical or surgical illnesses or syphilis, 
will cause premature delivery and thus 
threaten the infant’s life. The third group 
consists of those infants who reach term but 
who are so seriously affected by the maternal 
complications that they are either stillborn or 
die during the neonatal period as a direct re- 
sult of the complication. It is this group that 
we are particularly interested in since the pre- 
vention or control of these complications will 
do a great deal toward assuring the safety of 
the conception. The fourth group consists of 
those infants who die in the neonatal period 
as the result of acquired disease following 
their delivery and constitute a primary pedi- 
atric problem. Potter? feels that at least one- 
half of the conceptions are lost as a direct 
consequence of some obstetrical complication. 


Since all of the women in this study pre- 
sented serious obstetrical complications, a very 
low fetal survival was anticipated. The sur- 
vival rate parallels that of other authors with 
toxemia and hemorrhage, accounting for close 
to half of the fetal losses. These two causes 
are frequently responsible for fetal death even 
when the mother survives. 


In conclusion it would seem logical that 
any efforts in successfully reducing maternal 
mortality from the complications discussed 
would result in considerable salvage of the 
conceptions. Similarly better management of 
these complications in the women who sur- 
vive should also reduce the fetal loss to a 


large extent. 
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DISCUSSION (Abstract) 


Papers of Drs. William H. Vogt, Jr., and H. A. Rit- 
ter, and Dr. James F. Donnelly, read by Dr. Frank R. 
Lock. 


Dr. W. N. Thornton, Jr., University, Va.—Dr. Vogt 
and Dr. Ritter in their study of two consecutive tive- 
year periods have pointed out in detail the improve- 
ments in obstetric management designed to enable one 
to send the infant to the nursery in the best possible 
condition. They have also pointed out the important 
aspects of pediatric management of the newborn, and 
the importance of corrective surgery for some of the 
congenital anomalies. Early recognition and prompt 
surgical treatment are the keys to success in many ot 
the correctible congenital anomalies. 


Our experiences in Virginia have been similar to 
those of North Carolina. In spite of an educational 
program to stress the importance of prenatal care in 
the prevention and early detection of the toxemias ot 
pregnancy, and the availability of whole blood, tox- 
emia and hemorrhage remain the two foremost causes 
of maternal deaths. These were followed by infection 
although potent antimicrobial agents are available. 

Statistics from the Virginia State Bureau of Vital 
Statistics would seem to confirm Dr. Donnelly’s pre- 
diction that the reduction of maternal deaths would 
favorably influence fetal salvage. In 1928 with a ma- 
ternal mortality rate of 7.5 per 1,000 live births there 
were 70 infant deaths per 1,000 births. In 1952 with 
a maternal mortality rate of 0.8 the infant rate was 
thirty. 

The authors have been disappointed in their failure 
to show a greater increase in fetal salvage during the 
last five years of their study. They have correctly 
pointed out that improved obstetrical management ot 
the patient in premature labor has enabled them to 
send premature infants to the nursery whose weight is 
on an average of 200 grams less than in the first five 
years of the study. 


Their study of the problem of prematurity stresses 
the magnitude of this factor in fetal wastage. Statistics 
from the Children’s Bureau show that in the decade 
1939 to 1948, and for the United States, reported in- 
fant deaths from prematurity accounted for 25 per 
cent of all fatalities in the pediatric age group under 
15 years, comprised 50 per cent of deaths within the 
first month of life, and fell among the ten leading 
causes of death for the total population (Children’s 
Bureau Statistical Series No. 6. Washington, Federal 
Security Agency, 1950). 


We believe that the Committee on Maternal Wel- 
fare plays a most important part in the reduction ot 
maternal and fetal deaths. The investigation of each 
maternal death by a physician from the State Health 
Department impresses upon every physician practicing 
obstetrics the importance attached to maternal and 
child welfare in his state. The awareness on the part 
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of the physician that each maternal death will be 
fully investigated may act as a deterrent to some of 
the questionable obstetric practices. 


Dr. Oscar B. Hunter, Jr., Washington, D. C.—Two 
years ago before this Section I presented a preliminary 
discussion of twelve cases of erythroblastosis treated 
with cortisone. The problem basically is that we still 
have a mortality rate of 10 per cent with exchange 
transfusions. 

Since we have initiated the study using cortisone 
in the third trimester, we have been able to reduce 
the mortality rate in 75 cases to approximately 3 per 
cent as far as the stillbirths are concerned, and 2 per 
cent as far as those that would be treated by exchange 
transfusions are concerned. 

Of the cases in which the mothers had had previous 
stillbirths, the subsequent pregnancy treated with cor- 
tisone showed a mortality rate of about 25 per cent; 
so, 75 per cent of the babies did survive. Not all ot 
the babies that do survive are in perfect condition, 
but at least their condition is so much better and so 
much improved that we are able to do the exchange 
transfusion with a child that has a greater capacity for 
survival. 

We have been able to control cortisone therapy by 
the use of hormone studies on the mother’s urine. We 
have used the 17-ketosteroid and pregnandiol excre- 
tion levels as a means of establishing the status of the 
fetus. If these levels continue to rise during the end 
of the pregnancy, the fetus (and this works out from 
a practical point of view) is apparently getting along 
satisfactorily. If the two levels tend to tall, the fetus 
is apparently getting into difficulty. 

We did lose some fetus, using a dose of 100 mg. a 
day. If the two levels showed a fall, we increased the 
dose of cortisone and have had better results. The 
two levels of hormone excretion seem to be of practi- 
cal importance not only in erythroblastosis but in 
other conditions in which fetal distress is apparent. 


Dr. Hugh G. Hamilton, Kansas City, Mo.—I was very 
interested to find that now erythroblastosis has become 
an acceptable and admitted problem in St. Louis Uni- 
versity. Four or five years ago, in some discussions, sev- 
eral of us were quite chagrined to find that the condi- 
tion did not occur in St. Louis University. 

Dr. Lock showed twenty-five cases in which anes- 
thesia was listed as the cause of death, nine of which 
were spinal. That emphasizes the importance of expert 
administration of spinal anesthesia. 

Was spinal anesthesia a contributing cause in deaths 
from hemorrhage? I am aware, of course, of the diffi- 
culty of providing blood transfusions in a large por- 
tion of the State of North Carolina. 

It has been our observation that in any patient who 
is a potential hemorrhagic emergency, spinal anesthetic 
is definitely contraindicated. 


Dr. Helen Bellhouse, Atlanta, Ga.—It is a real thrill 
to see over the past fifteen or twenty years that those 
giving prenatal care, those responsible for the delivery, 
and those responsible for taking care of the child atter 
birth, are working more and more closely together. It 
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is certainly to the advantage of our mothers and chil- 
dren. 


I wonder whether Dr. Vogt or Dr. Lock would dis- 
cuss the use of the term “perinatal” as applied to the 
pre-delivery, delivery and post-delivery experience ot 
the infant. It has been suggested that perhaps we 
should adopt the term, as defined by Drs. Bierman 
and Yerushalmy. 

Every attempt should be made to establish and 
maintain uniform statistical language. 


Dr. Ritter (closing).—I think the term “perinatal” is 
an excellent one and in a very short time, probably 
will be used more widely in describing deaths related 
to the fetus and the newborn. 


The over-all neonatal death rate throughout the 
country is approximately twenty babies per thousand. 
Our newborn losses of fourteen per thousand compare 
favorably with those from other leading institutions. 


During the course of our presentation we stated 
that we should like to find the necessary points of 
attack to lower the newborn death rate, and also to 
determine just exactly how many babies can be saved 
if all therapeutic factors are optimal. It appears from 
the figures we have presented that in time it will be 
possible to salvage approximately six more babies per 
thousand, thus leaving us with eight newborn deaths 
per thousand attributed in the main to extreme ab- 
normalities and extreme prematurity. 


This latter group is lost primarily because of abnor- 
mal pulmonary ventilation. Possibly until some form 
of artificial lung is developed, this group will continue 
to exist. Morrison has pointed out that the elastic tis- 
sue in the fetal lungs is the last tissue to develop in 
this organ, and apparently it has very little growth 
before the thirty-second week of gestation. Hence, ab- 
normal pulmonary ventilation will continue to be the 
bugaboo of the premature infant. 


Dr. Frank R. Lock, Winston-Salem, N. C—We have 
found in reviewing premature births in our own in- 
stitution and the results of management of premature 
labor, that the over-all survival is directly related to 
the condition of the infant at the time it is turned 
over to the pediatrician. If the baby is vigorous and in 
excellent condition, survival rates are very high; if not, 
survival rates are low. 


I think the same applies to maternal complications. 
If in spite of a maternal complication we deliver a 
baby that is vigorous, and if we handle it in a way 
that the baby is not injured by anoxia or trauma, the 
survival rates will be good. 


It is rather remarkable that eighty of the deaths 
from hemorrhage were from postpartum hemorrhage, 
and yet the fetal salvage rate was low in these babies. 
This implies that postpartum hemorrhage occurs with 
other complications of labor and delivery quite fre- 
quently. 

I am not aware that spinal anesthesia increases the 
tendency to hemorrhage. Deaths from spinal anesthesia 
indicate that this technic is one which must be used 
by highly trained personnel in institutions where the 
patients can be carefully watched and supported. We 
do not oppose spinal anesthesia if it is used properly. 
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SOME OBSERVATIONS ON THE PLASMA 
ANTITHROMBIN TEST AS A 
DIAGNOSTIC AID* 


By Vince Mosetey, M.D. 
WESLEY SEYMouUR, M.D. 
and 
ANTHONY Pappas, M.D. 
Charleston, South Carolina 


Pancreatitis must be constantly thought of 
in the differential diagnosis of those patients 
who present themselves with acute complaints 
of severe upper abdominal pain, protracted 
nausea and vomiting and evidence of vaso- 
motor collapse. Other findings of clinical im- 
portance in establishing this diagnosis are the 
pattern of radiation of the pain from the mid- 
epigastrium laterally to the left upper quad- 
rant and posteriorly to the mid-dorsal spine 
area. Fever in the earlier stages is usually ab- 
sent. Leukocytosis is usually present. Ileus, 
hypocalcemic tetany, glycosuria and hyper- 
glycemia are also helpful when observed. The 
signs of umbilical and flank discoloration 
(Cullen’s and Gray-Turner’s) occur too late 
to be findings of clinical helpfulness except 
as pointing to a poor prognosis. Hypochlor- 
emia, hyponatremia, hypokalemia, and serum 
hyperlipemia are frequently observed labora- 
tory findings which are of therapeutic im- 
portance, but are not of diagnostic signifi- 
cance. For best results from medical therapy 
early diagnosis is imperative. Prompt diag- 
nosis will also prevent unnecessary surgical 
intervention in the more severe cases simu- 
lating the picture of perforated ulcer or leak- 
ing gallbladder. Conservative medical man- 
agement including the parenteral administra- 
tion of anticholinergic agents, fluid and elec- 
trolyte replacement, gastric suction and sym- 
pathetic nerve block, it is now well established, 
results in a lower mortality than does surgical 
drainage of the biliary tree or lesser omental 
area in the majority of the cases. In selected 
cases when it is evident that hemorrhagic ne- 
crosis has occurred, surgical intervention may 
be indicated.1 The serum amylase or diastase 
test is our chief aid in establishing a diagnosis 
of this disorder quickly. The urine diastase 


*Read in Section on Gastroenterology, Southern Medical 
Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 


*From the Department of Medicine, Medical College of 
South Carolina, Charleston, South Carolina. 
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and serum lipase tests are of no help in those 
instances where early diagnosis is mandatory 
because of the technical delays incident to 
the proper performance of these two tests. 
Because of the rapid fall in serum amylase 
concentration, a delay in drawing blood for 
testing for a period of time of 12 to 18 hours 
after onset in the milder or non-hemorrhagic 
cases may result in the finding of a serum 
amylase value below that of diagnostic sig- 
nificance, for example, see Table 3, patients 
G.E. and J.C. Similarly falsely elevated titers 
may result if the patient has been previously 
given morphine or codeine to relieve pain. 
Hyperamylasemia may also occur as a result 
of such disturbances as renal insufficiency, 
perforated peptic ulcer, intestinal obstruc- 
tion and salivary gland disease. Carcinoma 
with hepatic metastasis has been observed also 
to elevate the amylase values.? Thus the need 
for a quickly performed confirmatory test as 
simple as the amylase test has been recog- 
nized for some time. 

It is well known that not only are the en- 
zymes amylase and lipase present in increased 
amounts in the blood and urine of patients 
who have attacks of acute pancreatitis, but 
that increased amounts of the enzyme trypsin 
also are present. A method for readily and 
accurately determining the concentrations of 
serum or plasma trypsin would certainly, 
therefore, be of tremendous diagnostic value. 
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As yet, there is no simple clinical test avail- 
able for such a determination, but there has 
recently become available a test which will 
indicate indirectly when an appreciable quan- 
tity of trypsin has been released into the cir- 
culation. It consists of a modification of 
Quick’s test for determining the plasma anti- 
thrombin concentration as it was first intro- 
duced and shown to be of clinical value in this 
regard by Drs. Innerfield, Angrist and Benja- 
min in their publications in 1951 and 1952.8 
This test is based on the observation that 
trypsin when added either in vitro or in vivo 
to the blood of a dog will produce an inter- 
ference with the clotting mechanism. In such 
experiments it has been shown that trypsin 
depressed A-C globulin, prothrombin, fibrino- 
gens and antithrombin. In the in vivo experi- 
ments, after a few hours all of these factors 
returned to normal levels with the exception 
of the plasma antithrombin moiety which 
showed a rise of a consistent and sustained 
type for periods of two or more days. Ex- 
perimentally produced pancreatitis in dogs, as 
might be expected, resulted in the observation 
of elevated plasma antithrombin titers. In 
contradistinction to the amylase titer, early 
rise and rapid fall-off, the antithrombin titer 
was found to remain positive for several days 
in these animals. In our laboratory we have 
confirmed this observation as regards the be- 
havior of the amylase and antithrombin titer 


Patient Diagnosis Plasma Antithrombin Test 
Clotting Time in Seconds after Incubation for Periods of 1, 5, 10, 15 Minutes 
C.C. Purulent lung abscess Control Patient Patient 30 Minutes after Inhaling 250,000 Units of Trypsin (Tryptar®) 
and bronchiectasis 

«615 16 $2 

5° 40 38 300 

10° 54 300+ 

15° 86 90 300+ 


Table to illustrate effects of inhalation 


of trypsin on plasma antithrombin test. 


TABLE 1 


Patient Diagnosis Plasma Antithrombin Test 
Healthy Adults Control Patient Patient One Hour after Injection of 1 cc. of 1-4000 Neostigmine 
685 20 40 
5° 40 48 300+- 
10° 80 84 300+ 
15° 140 144 300+ 


Table to illustrate effects of injection of neostigmine on plasma antithrombin test. 
plus neostigmine produced similar effects in four of ten subjects. 


TABLE 2 


Neostigmine alone or morphine “ grain 
Morphine “% grain alone did not. 
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in experimentally produced pancreatitis in the ied. We observed the antithrombin titer to si 
dog. Our findings do indicate, however, that become elevated 30 minutes after the inha- a 
at 72 hours the antithrombin levels are return- lation of 250,000 units (Table 1), thus indi- tu 
ing to the normal range. cating that this amount of trypsin absorbed sc 
In an effort to determine how sensitive the from the mucosa of the respiratory tract was 
plasma antithrombin test might be in relation sufficient to exert an effect on the clotting tl 
to circulating trypsin, two patients who were mechanism in a period of only 30 minutes. Si 
receiving aerosol inhalations of trypsin (tryp- Another pancreatic - tissue - derived enzyme ri 
tar®) for purulent lung infections were stud- preparation, dornase,® not containing trypsin, q 
Patient Amylase Levels Plasma Antithrombin Test Remarks 
- - -- —— —- 
(Clotting Time Seconds at 5 and 10 
Minute Intervals of Incubation for “ 
}« 1-512 at | hour Control and Patient) Acute relapsing pancreatitis tl 
256 at 12 hours Associated biliary disease ti 
64 at 36 hours Control Patient Positive at Also strongyloides 
24 hours Rx banthine® with relief pain Oo 
5° 30 65 n 
10° 90 300+ P 
R.W. 1-1024 at 1 hour 5° = =620 47 Borderline Acute relapsing pancreatitis ul 
64 at 48 hours 10° 24 94 positive at Previous cholecystectomy g 
5° 30 300 48 hours Rx atropine and alkali v 
G.F. 1-32 at 1 hour 5° 30 65 Positive at n 
128 at 10 hours 10° 80 ©3004 24 and 36 hours Acute relapsing pancreatitis ti 
1024 at 12 hours Alcoholic b 
8 at 20 hours Rx splanchnic block, later banthine® 
with better result. Later surgery with n 
sphincterotomy. No biliary disease. ( 
Pancreatitis at laparotomy p 
A.L 1-512 5° 40 300 Positive Acute relapsing pancreatitis 
10° 80 Alcoholic = 
Rx atropine and alkali suction. Later P 
1-32 at 72 hrs. 5° 15 15 Negative surgery with sphinterotomy. Pancrea- - 
10° 20 22 at 72 hours titis found. No biliary disease J 
A.W. 1-128 5° 40 105 Positive Acute pancreatitis non-hemorrhagic 
10° 120 Rx banthine® 
X-ray evidence of biliary disease 
Ww.P 1-16 5° 26 60 Positive Acute pancreatitis, non-hemorrhagic 
10° «50))=—- 300+ Rx atropine and alkali suction 
j.B. 1-32, 32 5° 2 120 Positive Acute pancreatitis, non-hemorrhagic 
10° 35 300 + Rx banthine® 
Subsequent laparotomy 
No biliary disease 
Pancreatitis at laparotomy 
L.B. 1-32, 16, 16, 16 s° 36 190 Positive Acute non-hemorrhagic pancreatitis Bs 
10° 300+ Rx banthine® 
No biliary disease 
A.R. 1-32, 32 5° 20 60 Positive Acute relapsing pancreatitis 
o° 25 150 borderline Rx Tr. belladonna, alkali suction 
15° 35 300+ Alcoholic 
No biliary disease V 
J.A.C. 1-4, 8, 16, 16 5° 30 55 Positive Acute pancreatitis, non-hemorrhagic = 
10° 70 300+ Rx banthine® 7 
Later laparotomy with finding pseudo- 0 
cyst and pancreatitis : 
Choledochostomy done 
Part of Taste 3—see next page for remainder of table. 
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MOSELEY ET AL.: 
similarly employed was not associated with 
any rise in titer when these two patients and 
two others were similarly tested after its aero- 
sol administration. 


We wished to determine whether anti- 
thrombin titers might be susceptible to the 
same undesirable feature as regards the false 
rise in amylase now well recognized as fre- 
quently occurring after opiates. Especially did 
this seem to be desirable after our experience 
with patient M.J., who was a 55-year-old 
colored woman with carcinoma of the pan- 
creas (Table 5). The antithrombin titer of 
this patient was observed to be normal ini- 
tially, but was elevated when repeated on an- 
other instance after a bout of severe pain and 
morphine administration. We then gave mor- 
phine in one-fourth grain doses to various pa- 
tients hospitalized for reasons other than 
gastrointestinal causes. Eight were studied, 
with plasma antithrombin levels being deter- 
mined before and after morphine administra- 
tion, and in none did the plasma antithrom- 
bin titer rise. In five additional instances, 
morphine one-fourth grain and neostigmine 
(1 cc. of 1-4000 concentration) were given after 
preliminary determination of the antithrom- 
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bin level had indicated normal levels for these 
individuals. Two of these five showed ele- 
vated antithrombin levels after the adminis- 
tration of the medication. In five additional 
patients tested after the administration of 
neostigmine alone in the same dose as pre- 
viously given, two had antithrombin titer 
rises. Thus it would appear that previously 
administered neostigmine will invalidate the 
test, but morphine previously administered 
will not invalidate the results of the anti- 
thrombin titer, whereas, doubt as to the mean- 
ing of a slight rise in the serum amylase is 
certainly justifiable if this test is done after 
opiate administration. 

From the standpoint of our findings as re- 
gards the test in healthy individuals used as 
controls; in 55 individuals whose plasma was 
used as a control on one or more occasions 
as the standard for comparison against the 
patient’s plasma, we have found our figures 
on an average to be within the same range as 
reported by Innerfield and his group, but 
there is considerable variation thus making it 
mandatory to run a control with every test. 
As regards the clotting time for the controls 
after 5, 10 and 15 minutes incubation of 


Patient Amylase Levels 


Plasma Antithrombin Test 


Remarks 


J.H. 1-32 admission subsiding pain Acute relapsing pancreatitis 
64 24 hours Attacks subsequent to acute illness with 
64 1 hour (pain attack in hospital second day) tracheobronchitis 
128 3 hours 5° $1 300 Positive 3 hours after No evidence biliary disease or G.I. dis- 
64 48 hours 10° =300+ pain second day ease 
5° $8 55 Borderline positive No alcoholic history 
10° 54 132 at 48 hours 
5° $8 65 Recurrent pain 
10° 54 300+- sixth day —_ 
5° $8 41 Eighth day pain free 
10° 56 70 48 hours 
15° 80 99 =o 
5° 40 Twelfth day 
10° 64 50 asymptomatic 
C.D. Seen repeatedly over six Repeatedly normal Chronic alcoholic 
month period, amylase always Large cystic mass of pancreas eventu- 
borderline 1-32, 64 ally treated surgically with cystgas- 
on one occasion 128 trostomy. Pancreas almost totally 
destroyed 
WS. 1-32 1 hour 1-64 12 hours, 1-32 24 hours Normal Eventual surgery with pancreatic cyst 


at laparotomy 


This table is shown to indicate our observations comparing the serum amylase test with the plasma antithrombin test in a group 


of 13 patients proved to have acute pancreatitis or relapsing pancreatitis. 


Unless indicated otherwise, the blood drawn for the 


plasma antithrombin test was usually 12 to 24 hours after admission to the hospital. Serum amylase tests were done usually on ad- 
mission and at 12 to 24 hours later except where indicated otherwise in the table. 


TABLE 3 
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the plasma, we have observed that the clotting 
times become more prolonged if the blood 
is stored 48 hours or more, despite refrigera- 
tion, but never to a degree where the 10- 
minute specimen was observed to be in the 
300-second range. 


On the Medical Service of the Medical Col- 
lege of South Carolina and on the Medical 
Wards of the Roper Hospital, we have had 
an opportunity to confirm to some degree the 
previous observations of Dr. Innerfield and 
his colleagues concerning the value of the test 
in regard to its specificity as an aid in the di- 
agnosis of acute pancreatitis and as an aid 
in ruling out this disorder when confronted 
with a puzzling case or one where a false posi- 
tive or only suspiciously borderline amylase 
titer is observed. Since March 1952 we have 
employed the test in 59 different patients 
with one or more determinations and usually 
two to three tests were done on each. During 
this interval it has been employed specifically 
as a diagnostic aid in 38 patients. Our experi- 
ence to date in this group of patients indicates 
that the test is simple and readily performed 
and the results are readily discernible and re- 
producible when repeated. We have modified 
the criteria for a positive test to some extent 
as compared with Dr. Innerfield’s* criteria, 
namely, in that we believe we have a signifi- 
cantly positive test during the first 24 hours 
after acute onset if the clotting time of the 
patient’s plasma is double that of the control 
time at 5 minutes. But the clotting time at 
the 10-minute period of incubation should be 
300 seconds or above as compared with a 
normal control time of 20 to 120 seconds (the 
range our controls have exhibited) for clot- 
ting after 10 minutes by incubation. We also 
have decided merely to report our results as 
positive or in normal range and have not at- 
tempted to convert the clotting times into 
antithrombin titer units. In tests made after 
48 hours of illness we have continued to ad- 
here to the original criteria for determining 
the result.3 


In 11 of 13 patients with pancreatitis on 
whom the test was done, it definitely enabled 
us to establish the diagnosis of acute pan- 
creatitis more conclusively. Especially was it 
helpful in six instances where the amylase 
titer was normal or of borderline significance 
in the degree of elevation found (Table 3). In 
the case of one patient, C.D., whom we ob- 
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served repeatedly at intervals for over six 
months, neither the amylase nor antithrombin 
titer were ever significantly diagnostic, al- 
though he was seen at recurring intervals with 
typical acute attacks of pancreatitis and was 
eventually operated upon for drainage of a 
pseudocyst. In one additional patient with 
relapsing pancreatitis, W.S., the antithrombin 
test was of no value as a diagnostic aid. He 
likewise was observed at operation to have a 
large cyst with much destruction of the pan- 
creas. As may be seen from Table 3, the ma- 
jority (eight out of a total of 13) of our pa- 
tients with acute pancreatitis were observed 
to have only slightly elevated serum amylase 
titers, and upon reference to Table 4, border- 
line elevations of the amylase titer of similar 
degree were observed in a considerable num- 
ber (nine out of a total of 24) of other pa- 
tients in whom pancreatitis was ultimately 
shown not to be the correct diagnosis. This 
is not an unusual experience as may be seen 
by reference to other current reports in the 
literature.” 

It is to be pointed out here though that the 
clinical laboratory of our hospital expresses 
the amylase results not in Somygi units, but in 
terms of Winsloe units or the end point at 
which amylase activity ceases as indicated by 
an iodine reagent using a serial dilution 
technic with the Wulgemuth method, with 
dilutions of the serum added to test tubes of 
starch solution beginning at a 1-2 concentra- 
tion and progressing to 1-4, 1-8, 1-16, etc., 
much in the same manner that serum is 
diluted in the commonly employed biological 
or serological tests. By comparing this method 
with the Somygi diastase level it is found that 
a rough equivalent in Somygi units may be 
derived by multiplying the dilution end point 
number by 4. In our laboratory, the normal 
range is 1-8 to 1-32. A value of 1-64 is border- 
line or suspicious and a value of 1-128 is 
equivalent to what in most other laboratories 
would be considered a definitely elevated amy- 
lase blood level by the Somygi method. 


In 24 patients indicated by tabulations 
shown in Table 4 who presented themselves 
with symptoms suggestive of the possibility 
of acute pancreatitis or in whom amylase 
titers were slightly to moderately elevated, the 
antithrombin titer determination was found 
to be of aid. After it was found to be of 
normal value, attention was directed away 
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from the pancreas and a more vigorous diag- 
nostic pursuit began for some other explana- 
tion for the patient’s symptoms. 

In four of these patients exploration of the 
biliary tree at surgical laparotomy resulted in 
the finding of small calculi in the common 
duct in two of them, neither of whom was 
jaundiced, and cystic duct stones in the other 
two. There was no evidence of pancreatitis at 
operation. In three others peptic ulcers were 
identified. In the other cases infectious hepa- 
titis, ovarian disease, reticulum cell sarcoma 
and other abdominal diseases were later found 
to be the explanation for the severe present- 
ing symptoms (Table 4). 

We have also employed the test in four pa- 
tients diagnosed as having carcinoma of the 
pancreas; one of the head and three of the 
body and tail (Table 5). In one of these pa- 
tients, M.J., the titer was normal initially, but 
rose after morphine. In the second and third 
it was not elevated in the presence of prior 
opiates and in the fourth patient, S.T.S., fol- 
lowed over several months, elevation was ini- 
tially observed but terminally the clotting 
time was shorter than the control. This was 
the only patient showing what by this method 
might be considered evidence indicating a 


MOSELEY ET AL.: PLASMA ANTITHROMBIN TEST 481 


faster clotting time. This is a phenomenon 
often associated with carcinoma of the pan- 
creas and thought to be related to the fre- 
quently observed multiple venous thrombosis 
often exhibited by these patients. 


In one other patient thought to have car- 
cinoma of the pancreas, shown later to be pri- 
marily in the stomach, the antithrombin titer 
level was normal. Similarly normal titers were 
observed in two cases of retroperitoneal sar- 
coma involving the pancreas and liver and in 
a patient with diffuse ovarian carcinomatous 
implants in the pancreatic and hepatic areas. 


CONCLUSIONS 


In summary, our experience to date with 
the plasma antithrombin test leads us to be- 
lieve that it is a valuable adjunctive aid in 
clinical diagnosis. As indicated in Tables 3 
and 4, it has been of definite help as a further 
diagnostic aid in 25 of 38 instances when em- 
ployed either as a supplementary test confirm- 
ing the clinical impression and amylase find- 
ings, or as an aid in instances where the amy- 
lase titer was borderline and elevated in slight 
degree for some cause other than as a result 
of acute pancreatitis. In many instances, a 
review of the clinical records of the patients 


Patient Race Sex Age Amylase Titer Plasma Antithrombin Test 


Final Diagnosis 


R.B. Cc F 40 1-32, 64 Negative 
D.C. Ww F 59 1-64, 64 Negative 
H.B. WwW F 59 1-128 Negative 
J.S.B. Ww M 1-128 Negative 
AW. Cc y 1-128 Negative 
G.E. Cc M 832 1-128, 128 Negative 
S.G. Cc M 35+ 1-4, 64 Negative 
js. WwW F 40 1-32 Negative 
F.L. Ww M 38 1-16 Negative 
J.D. Ww M 75 1-16 Negative 
J.A.M. Ww F 60 1-16 Negative 
L.C. WwW F 58 1-32 Negative 
CP. Ww M 55 1-32 Negative 
B.O.B. WwW M_ 52 1-128 Negative 
A.C. Cc F 60 Negative 
D.M. Cc M 42 Negative 
S.M. Cc F $2 1-64 Negative 
C.E. Cc F Negative 
1.H. Ww F 6) Negative 
Ww M 24 1-32-64-64 Neg.-Neg. 
C.M. Cc F 41 1-32-32-32 Negative 
L.M. Cc F 45 Negative 
H.A Ww M 29 1-16-8-4-8 Negative 


Ovarian cyst, laparotomy 

Stone common duct, laparotomy 

Stone cystic duct, laparotomy 

Infectious hepatitis 

Duodenal ulcer 

Marginal ulcer 

Duodenal ulcer 

Pyloric spasm, irritable colon (Expl. laparotomy) 

Cholelithiasis, laparotomy 

Mesenteric thrombosis, post-mortem 

Typhoid-mesenteric adenitis (past history of previous 
pancreatitis) 

Cholelithiasis, laparotomy 

Retroperitoneal sarcoma, laparotomy 

Retroperitoneal sarcoma, laparotomy 

Carcinomatosis primary ovary, laparotomy 

Carcinomatosis primary stomach 

Infectious hepatitis 

Infectious hepatitis 

Gastric ulcer 

Acute gastritis 

Osteo-arthritis with radicular pain 

Irritable colon 

Irritable colon, pyloric spasm 


Table to illustrate the amylase titer and results of the plasma antithrombin test in 24 patients with a borderline amylase or 
an admitting diagnosis of pancreatitis with clinical symptoms of severe abdominal pain with protracted nausea or vomiting. 
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Patient Race Sex Age Diagnosis Plasma Antithrombin Test 
$.7 3. Ww F 42 Adenocarcinoma of pancreas Positive initially, not jaundiced 
body and tail Negative three months later, jaundiced 
J.B. Ww M 65 Adenocarcinoma of pancreas Negative two occasions (amylase 16 units) 
body and tail 
J.B. ( M 51 Adenocarcinoma of pancreas Negative jaundiced (Whipple procedure) 
head 
M.J. ( F 55 Adenocarcinoma of pancreas Negative initially 
body and tail Positive 24 hours later, test after 4 grain M.S. 
B.O.B. W M 52 Reticulum cell carcinoma Negative 
involving pancreatic area, spleen Amylase positive 1-128 units 
and peritoneal metastasis 
H.B M 57 Carcinoma of liver (punch biopsy) Negative 
M 42 Carcinoma of stomach Negative 
Liver and peritoneal implants 
CP. Ww M 55 Retroperitoneal sarcoma Negative 
Amylase 1-32 borderline 
AS ( F 60 Carcinoma of ovary Negative 


Peritoneal implants 


This table illustrates our findings of plasma antithrombin tests in four patients with carcinoma of the pancreas and in five 
other patients with malignancies where initial clinical impression was carcinoma of the pancreas. 


TABLE 5 


shown by tabulation in Table 4 revealed the 
prior administration of codeine, morphine, or 
one of the other opiates to the drawing of the 
blood sample used for the serum amylase 
test. No definite diagnostic help has been ob- 
served in our small experience to date in the 
employment of the test in patients with known 
or suspected carcinoma of the pancreas (Ta- 
ble 5). 


After 48 hours from acute onset of pan- 
creatitis the antithrombin test indicates that 
the antithrombin plasma levels begin to re- 
turn to normal concentrations as may be seen 
by reference to data presented in Table 3 (pa- 
tients R.W., A.L. and J.H.). Similar observa- 
tions were made as regards experimental acute 
pancreatitis in the dog. For best results this 
test should be used early in the course of ill- 
ness but apparently it will continue for at 
least 36 to 48 hours to be definitely positive 
in many patients. 
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DISCUSSION (Abstract) 


Dr. John Tilden Howard, Baltimore, Md—I have 
no first-hand knowledge of the usefulness of the de- 
termination of antithrombin in the blood. Inquiry 
around Baltimore has made me realize that we are 
still conservative and that we have given insufficient 
attention to this relatively new test, though I learned 
indirectly that one of the pediatricians has been using 
it in studying pancreatic function in children. 


Apparently measuring the antithrombin in the 
plasma is an attempt to detect indirectly abnormal 
amounts of trypsin in the blood. According to Inner- 
field and his group, after the intravenous injection of 
trypsin into dogs the antithrombin is depressed along 
with prothrombin, AC-globulin, and fibrinogen. Then 
in about 18 hours it rises to abnormal levels which 
it maintains for 40 plus hours. Dr. Innerfield has com- 
mented that antithrombin may be an antagonist or an 
inhibitor of trypsin or an antibody stimulated by 
trypsin. 

I was especially interested in Dr. Moseley’s experi- 
ments to determine whether or not the inhalation of 
trypsin would affect the antithrombin in the blood. 
You will recall that he noted an elevation of anti- 
thrombin 30 minutes after aerosol administration of 
trypsin. I wish to ask Dr. Moseley if he can explain, 
other than by species differences, this rather early rise 
in antithrombin titer in humans when intravenously 
administered trypsin does not raise the antithrombin 
in the dog’s blood for about 18 hours? 


I read that Dr. Innerfield, after determining a 
“resting antithrombin value” in a patient who is sus- 
pected of having chronic relapsing pancreatitis, gives 
1 cc. of 1:2000 neostigmine and determines the anti- 
thrombin titer one hour later. (So he must feel that 
there is no delay in the appearance of antithrombin 
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in humans.) He considers a rise in the titer to be 
rather certain evidence of pancreatitis, even when the 
patient is in a stage of remission of his disease. You, 
Dr. Moseley, with half of his dosage of neostigmine, 
found the test to be unreliable in chronic pancreatitis. 
Have you and Dr. Innerfield talked over your varying 
opinions? Can they be reconciled? In a discussion 
before this Section last year, Dr. Bockus gave me the 
impression that, while he had not had too much 
experience with antithrombin titers, they were not 
very reliable. 


Griffith, writing in the Journal of Laboratory and 
Clinical Medicine for September of 1952, found some 
normal and some elevated antithrombin values in 
patients with thrombosis, with hemorrhagic diatheses, 
and in some patients with jaundice, hepatic and ob- 
structive. Some of the patients with obstructive jaun- 
dice and elevated antithrombins had other causes for 
their jaundice than pancreatic carcinoma. In short, 
he found the test to be lacking in specificity for pan- 
creatic disease. 


Finally, let me emphasize that, contrary to the ex- 
perience of Dr. Innerfield and his group, you, Dr. 
Moseley, have found that antithrombin titers have not 
been helpful in the diagnosis of cancer of the pancreas. 
Undoubtedly your paper will stimulate more work on 
the measurement of plasma antithrombin, work which 
will establish more definitely the place of the test 
among our diagnostic tools. 


Dr. George E. Welch, New Orleans, La.—We have 
recently introduced the antithrombin test in our 
laboratory, and have encountered some difficulty try- 
ing to reproduce Dr. Innerfield’s work. 


It seems worthwhile to mention the rationale for 
the clinical application of the antithrombin test. Tryp- 
sin in small doses has a coagulant activity, whereas 
in large doses it is anticoagulant. Antithrombin is pre- 
sumably formed in the liver from a precursor anti- 
thrombinogin through the catalytic effect of trypsin. 
This is probably more theoretical than real, but offers 
a working hypothesis. 

Our experience in normal subjects parallels Dr. 
Moseiey’s. The normal antithrombin titer extremes are 
greater than Dr. Innerfield’s. More specifically, the 
clotting time at one minute varies between 15 and 36 
seconds; at five minutes, between 37 and 73 seconds; 
at ten minutes, between 73 and 150 seconds; and at 
15 minutes, between 100 and 250 seconds. Although 
these figures are almost double those previously re- 
ported, they do not invalidate the test, since a control 
must be run simultaneously for proper interpretation. 

The tryptar® inhalation experiments conducted by 
Dr. Moseley indicate that significant amounts are ab- 
sorbed across the pulmonary capillary alveolar inter- 
face to provoke a brisk rise in antithrombin. 

An abnormally high antithrombin titer is not en- 
tirely specific for pancreatitis or carcinoma of the 
pancreas, since we have encountered high values in 
several instances without primary pancreatic disease, 
including a case of carcinoma of the sigmoid colon 
with generalized metastases, a case of functional gas- 
trointestinal disorder, and a patient with hypertrophic 
gastritis and a normal pancreas proven at operation. 
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Dr. Jerome S. Levy, Little Rock, Ark.—My discussion 
will be based mainly upon the findings of Dr. Mas 
Hara, of the Department of Surgery, University of 
Arkansas School of Medicine, in whose laboratory the 
antithrombin titer tests have been done. The basic 
technic of Innerfield and his co-workers has been 
adopted. 


We too have established a clotting time for the un- 
known serum of 100 per cent or more above the nor- 
mal at five minutes as a positive result. If the normal 
is above 15 to 16 seconds, even 30 or 60 seconds, the 
unknown serum must be 100 per cent or more than 
that to be abnormal. At the 15-minute time period, 
the unknown must be 300 seconds or more. 


In his laboratory, Hara has not found that the anti- 
thrombin titer test is as specific for pancreatitis as 
has been suggested by Dr. Moseley, and previously, of 
course, by Dr. Innerfield and his co-workers. 

Sixteen dogs were the basis of an experiment in 
which pancreatitis was produced by the injection of 
bile into the pancreatic duct. In only four was there 
a rise in the antithrombin titer. In only 25 per cent, 
then, was there a positive test. 


In 54 patients who were seen on the wards at the 
University Hospital, 10 had a cancer of the pancreas, 
5 of which had a positive antithrombin titer. Most of 
these had symptoms over a longer period than three 
weeks; Innerfield and others have suggested that after 
three wecks the antithrombin time might not be 
specific. 

Eleven cases of what was considered pancreatitis 
were seen; 6 had a positive antithrombin time. Two 
of the patients had a negative antithrombin titer, yet 
in one of these the blood amylase was 7,000 units, and 
in the other 2,000 units. 


It is of interest that in 7 cases of hepatitis, cirrhosis 
and hepatoma, the antithrombin titer was decreased; 
not only negative, but markedly decreased. I wonder 
whether Dr. Moseley has observed a similar reduction? 

I think we should question the statement, that when 
we get a negative antithrombin titer, attention should 
be directed away from pancreatitis. In view of our 
results I do not think we should disregard the possi- 
bility that pancreatitis may be present even in the 
absence of a high antithrombin titer, if the clinical 
symptoms are highly suggestive. 

This test is possibly of some value, and further 
studies should put it in its proper niche. 


Dr. Moseley (closing)—There is a particular labora- 
tory problem that I should like to ask my discussants 
to consider. It took us a while to obviate this error, 
in order to be able to obtain results which we felt 
were dependable. In the setting up of a test, please 
do not let your technician use thrombin which he 
standardized yesterday. 


This test is certainly one of considerable merit. 
There are many steps to be covered in the perform- 
ance of the test, although after the test has been done 
several times by one person, it can usually be run 
in a half hour. Of course, there are many pitfalls. 
Many little things have to be carried out exactly, by 
stop watch, or you can run into a great deal of 
trouble. 
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We did not do that in the initial work of the test, 
and got quite variable results. However, I feel that in 
the last 59 or 60 tests that we have done, on which I 
am basing our observations, we have mastered these 
pitfalls, and frankly, our results are as reproducible 
as the amylase test. 


With regard to the fact that there is a lag in the 
elevation of the antithrombin titer in the acute ex- 
periments which were done with the injection of 
trypsin into the animals, whereas with trypsin inhala- 
tions and after prostigmine we observed elevations of 
the antithrombin levels within 30 minutes; I am not 
certain what the explanation is, other than the fact 
that if you give large doses of trypsin or add trypsin 
to blood in the in vitro experiments, you will not pro- 
duce the same results as if you give smaller doses 
of trypsin to the animal and then make your test. 
Perhaps in addition to a possible species difference, 
there is a dosage difference. 


I am afraid Dr. Howard has misinterpreted my re- 
marks about the prostigmine observations. I am only 
saying that after giving this amount of prostigmine to 
patients not having pancreatitis we observed a rise 
of the antithrombin concentration in some but not 
after morphine, which drug can cause the blood amy- 
lase to rise in titer. 


So far in our limited experience with this group of 
patients, we have found the test to be quite reliable, 
although not 100 per cent so, in the 13 patients with 
pancreatitis, and we think it has been helpful in the 
other cases not having pancreatitis as an adjunctive 
diagnostic aid. Our experience in a small number of 
cases with malignancy is reported upon but I do not 
attempt to draw any conclusions in this regard insofar 
as the number of tests has been too small. It may 
later prove to be helpful here also. Jaundice and 
hepatitis have not been a source of confusion in our 
experience with the test. 


PRESENT DAY CONCEPTS OF 
PNEUMONIA* 


By Douctas H. Sprunt, M.D. 
Memphis, Tennessee 


In the last quarter century, particularly with 
the advent of the antibiotics, there has been 
a dramatic alteration of the general popula- 
tion. Ever increasing numbers of persons are 
now reaching the older age groups, and pa- 
tients in this age group are prone to have 
cardiovascular disease, malignancy, diabetes 
mellitus, bronchiectasis, and other similar dis- 
eases. 


*Read in Section on Pathology, Southern Medical Associa- 
tion, Forty-Seventh Annual Meeting, Atlanta, Georgia, October 
26-29, 1953. 

*From the Division of Pathology and Bacteriology, Univer- 
a ” Tennessee, Memphis, and the City of Memphis Hos- 
pitals. 
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With the wide use of antibiotics the ful- 
minating infections of the past are becoming 
infrequent. Indeed, as opposed to a few years 
ago, we hardly ever see a case of lobar pneu- 
monia in our large autopsy service here. This 
disappearance of infectious disease, and par- 
ticularly of pneumonia as a main cause of 
death should not lead us to infer that pneu- 
monia and other infections are not still grave 
problems. The lives of most elderly people 
are terminated by infections, especially pneu- 
monia, which complicate those diseases men- 
tioned above as pertaining to the older age 
groups. The pathologist at the autopsy table 
is too frequently concerned with the basic 
disease which the patient has, and not suffi- 
ciently concerned with the terminating illness. 
It should be realized that many patients with 
cardiovascular disease, diabetes mellitus, or 
bronchiectasis could have lived months or 
years longer if it had not been for their ter- 
minating infection which often was a pneu- 
monia. Osler some forty odd years ago char- 
acterized lobar pneumonia as “the Captain of 
the Men of Death.” Although the antibiotics 
have conquered lobar pneumonia, I should 
still select pneumonia, as we know it today, 
as “the Captain of the Men of Death” since 
it is still the terminal event in many lives. 


Because pneumonia is an important factor 
in the survival of man, it behooves us to 
understand its pathology and pathogenesis. 
Since the first experimental production of 
pneumonia by Wadsworth! in 1904, an exten- 
sive literature dealing with pneumonia, has 
developed. This literature has been thor- 
oughly reviewed by Heffron? in his book 
“Pneumonia.” We, therefore, shall take time 
here to mention only a few of the critical 
experiments. Winternitz and his collaborators? 
obtained from their experiments the idea that 
bacteria spread through a break in the mu- 
cosa of the upper respiratory tract into the 
subcutaneous tissues of the neck and, thus, 
by the lymphatics to the hilus. Blake and 
Cecil* showed in 1920 that the pneumococcus 
when injected intratracheally into the Maca- 
cus syrichtus would produce a lobar pneu- 
monia. They argued from these experiments 
that the bacteria passed down the airways to 
the hilus of the lung and spread out through 
the interstitial tissues and, thus, caused the 
pneumonia. Unfortunately they did not kill 
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many monkeys in the early hours after injec- 
tion. Later Permar,® repeating their work in 
rabbits, showed that the bacteria entered 
the alveoli before they reached the inter- 
stitial tissue. Time and experiment, however, 
awaited the work of Robertson, Coggeshall, 
and their associates, which is well summarized 
by Robertson,® to show that pneumonia could 
be produced with regularity if bacteria were 
injected directly into the bronchi and, par- 
ticularly, if they were injected along with 
starch or mucus. 

When bacteria reach the alveoli, if they 
are the pneumococcus, they start a typical in- 
flammatory reaction, first, with engorgement 
of the capillaries, hemorrhage, and exudation 
of polymorphonuclear leukocytes, and then 
with resolution and repair. Since the patient 
usually dies in the acute phase of the disease 
when the polymorphonuclear exudate pre- 
dominates, a typical pneumonia is thought of 
as one in which the alveoli are filled with 
polymorphonuclear leukocytes. If, however, a 
patient with this pneumococcus pneumonia 
lived until the lesion was resolving, the lungs 
would present a different picture. The alveo- 
lar walls would be thickened with proliferat- 
ing epithelial cells, and numerous mononu- 
clear cells would be seen in the lumen. If, 
instead of the pneumococcus we had some 
substance such as a virus or a toxin reaching 
the alveoli, the exudative phase of the in- 
flammatory response would be either absent 
or quite slight. It should be borne in mind 
that certain bacteria also either inhibit or 
fail to attract the polymorphonuclear leuko- 
cytes. A patient dying with one of these in- 
fections in the acute phase would show the 
alveoli filled with mononuclear cells, and the 
walls thickened with large mononuclear cells, 
whereas in pneumococcus pneumonia the al- 
veoli are filled with polymorphonuclear leu- 
kocytes. Interstitial pneumonia or interstitial 
mononuclear pneumonia. as this type of pneu- 
monia has come to be called, was discussed 
by me at some length in another number of 
this JOURNAL.? 

Since it has been shown that it is essential 
to get bacteria to the alveoli to produce a 
pneumonia, it is of interest to consider the 
nature of the defenses with which the lung 
combats this occurrence. The lung is the only 


Vol. 47 No. 5 SPRUNT: PRESENT DAY CONCEPTS OF PNEUMONIA 485 


organ of the body which is in direct contact 
with the outside air. It is surprising that the 
lung is not subjected more frequently to 
pneumonia since the air contains a large num- 
ber of bacteria at all times. The normal lung 
is well protected, however, against bacteria. 
The air passages are very tortuous and are 
lined with a mucoid material which, although 
not bactericidal, has certain bacteriolytic pow- 
ers. These factors in alliance with the physi- 
cal stickiness keep the bacteria from getting 
into the lungs. In addition, there is a cough 
reflex which prevents any large material from 
passing the epiglottis. There is also the ciliary 
action of the lining of the trachea and of the 
bronchi which constitutes an excellent mech- 
anism for returning particulate material which 
reaches the lower respiratory passages. Lastly, 
there is the lymphatic draining of the lung 
and an excellent phagocytic system (mac- 
rophages) which tends to pick up any foreign 
material reaching the alveoli. This is well 
evidenced by the anthracosis seen in the lungs 
of all city dwellers. Robertson and his col- 
leagues® proved that by abolishing the cough 
reflex and inserting directly into the alveoli 
bacteria which had been mixed with a mucoid 
material, pneumonia could be easily produced 
in almost any experimental animal. This 
work shows that bacteria produce pneumo- 
nias by entering the alveoli of the lungs via 
the air passages and that pneumonia does not 
occur unless something is done to damage the 
natural defenses of the lung to infection. As 
you know, there are a number of factors such 
as chilling and alcoholism which lower the 
resistance of the upper respiratory tract to 
infection. 


We are concerned in this paper, however, 
with changes in the elderly which favor the 
entrance of bacteria into the lung. In patients 
with congestive failure there is frequently an 
accumulation of fluid in the lungs. This fluid, 
as was shown by Harford and Hara,’ makes 
an excellent site for bacterial multiplication. 
Another factor in the elderly individual is his 
susceptibility to milder bronchial conditions 
which damage the ciliary action of the res- 
piratory tract and make it easier for bacteria 
to gain access to the alveoli. 


Sometime ago it occurred to McVay and 
me that because it is easier for bacteria to 
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reach the lungs in the elderly it might pro- 
long the health and activities of these indi- 
viduals if we made it more difficult for the 
bacteria to multiply when they did reach the 
lung. We decided to see whether the occur- 
rence of pneumonia as a cause of death could 
be decreased by the daily administration of 
antibiotics. With this in mind we selected for 
testing about four hundred patients of our 
out-patient clinic who had congestive failure, 
diabetes, and bronchiectasis. One half of these 
received a pill containing vitamins and min- 
erals. The other half received a similar pill 
containing a half gram of chlortetracycline 
in addition to the vitamins and minerals. Nei- 
ther the patients nor the physicians knew 
which persons received the placebo and which 
received the chlortetracycline. The results 
showed that many of the secondary infections 
were prevented by the administering of the 
chlortetracycline. These results have been re- 
ported elsewhere.® 
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DISCUSSION (Abstract) 


Dr. A. J. Gill, Dallas, Tex—-We have been inter- 
ested and somewhat impressed, especially in the last 
10 years, with what we think is the high incidence of 
interstitial pneumonia, a type of pneumonia not char- 
acterized by the usual alveolar exudate. It is a sort of 
pneumonitis which is really not very conspicuous ex- 
cept when one looks carefully for it, and particularly 
for infiltration of the alveolar walls. 


I wonder whether this is a more frequent disease 
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now than it was some 10 or 15 years ago, and what 
is the meaning of it? 


Dr. Sprunt.—Interstitial pneumonia was as common 
a number of years ago as it is today, but it was not 
recognized, due to the secondary bacterial infection of 
patients with viral pneumonia. 


Dr. Russell L. Holman, New Orleans, La.—l have 
been impressed repeatedly with the number of cases 
of terminal pneumonia, which developed under inten- 
sive antibiotic therapy. 

I wonder whether you have done bacteriologic studies 
on those cases, and whether you found that specific 
organisms were not sensitive to the particular anti- 
biotic being used. 


Dr. Sprunt (closing)—Many physicians are against 
the daily use of antibiotics like chlortetracycline. Their 
main objection is that the daily use of an antibiotic 
will increase the resistance of bacteria to this drug, and 
that in instances when chlortetracycline is needed, it 
will prove ineffective. Our best answer to this objec- 
tion is that several patients receiving the prophylactic 
dose of chlortetracycline did get infections and that 
these patients yielded to the same amount of chlor- 
tetracycline as patients who had not previously received 
it. 

Our studies on resistance have not been extensive 
as yet, but we have discovered that at times there is 
considerable increase of resistance to chlortetracycline 
among the group of patients who have received none. 


The third objection presented is that the daily use 
of an antibiotic allows the overgrowth of certain 
organisms in the intestines which are injurious to the 
patient. Our studies, nevertheless, showed that one- 
half gram of chlortetracycline caused no changes in 
the fecal flora. 


Lastly, an article has just been published (Nelson, 
et alii.: A.M.A. Arch, Path., 56:262-267 [Sept.] 1953) in 
which it is claimed that antibiotics decrease the devel- 
opment of antibiotics. Our experiments fail to confirm 
this. 


Dr. Norris—Do you think the virus pneumonias are 
the real killers? 


Dr. Sprunt.—A few of the viral pneumonias are pri- 
mary causes of death. Viral pneumonia, however, gen- 
erally just sets the stage for a secondary infection which 
does cause death. 


CORONARY THROMBOSIS* 


By LAwRENCE F. STEFFEN, M.D. 
Kansas City, Missouri 


The commonest cause of interference with 
coronary circulation is thrombosis. A high 
percentage of the cases of coronary throm- 
bosis is followed by myocardial infarction; 
however this is not necessarily the case. It 


*Read in Section on General Practice, Southern Medical 
Association, Fortv-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1955. 


~ & A A 


Vv 
re 
il 
tl 
a 
p 
t 
t 
| 
| 
| 


Vol. 47 No. 5 


there is sufficient collateral circulation sur- 
rounding the area of thrombosis, myocardial 
infarction may be prevented. 


This paper will deal mainly with coronary 
thrombosis followed by myocardial infarction, 
and is not intended to cover this subject com- 
pletely but rather to present some of our 
thoughts and experiences and emphasize cer- 
tain points which it is thought should be of 
interest to you in the practice of medicine. 


Historical——The clinical manifestations of 
this condition were recognized on rare oc- 
casions around the turn of the century but 
it remained for Herrick,!? in 1912 and 1919 
to present the fundamental clinical papers 
on the subject and since then, there has been 
a rapid development of our knowledge of 
the clinical and electrocardiographic changes 
of the disease. 


Etiological Factors—The underlying fun- 
damental cause of coronary occlusion or 
thrombosis is, in the large majority of cases, 
coronary sclerosis and atheromatosis. One of 
the less frequently mentioned but, in our 
opinion, very important etiological factors is 
arteritis and its relationship to focal infection 
especially in the tonsils, sinuses, and teeth. 


Clinical Picture and Differential Diagnosis. 
—In the so-called severe or typical attack the 
clinical picture is not apt to be confusing 
and is well known to every practitioner. He 
knows that the pain is usually agonizing, 
crushing, burning, or heavy, and is usually 
across the chest or substernal area with fre- 
quent radiation up into the neck or jaw and 
down the inner surface of either arm or both 
and very frequently into the abdomen. Oc- 
casionally the pain is precordial or left lateral 
but when the pain is in this location it 
should be viewed with some suspicion and 
will very frequently be found to be due to 
some other condition. The pain does not 
ordinarily respond to rest, nitrites, nitro- 
glycerine, whiskey, or other vasodilators and 
is usually accompanied by cold sweats, and 
in our experience this is a valuable diagnostic 
sign. The precipitous drop in blood pressure 
(occasionally preceded by an initial rise in 
blood pressure) together with the fever, 
leukocytosis, shock state, and various arrhyth- 
mias and friction rubs when they develop 
help complete the clinical picture of the 
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severe states. It is the so-called atypical or 
less severe cases which usually will give the 
greatest trouble in diagnosis. The pain may 
be less severe with no radiation, perhaps only 
substernally or only in the neck with a chok- 
ing sensation or occasionally only in the 
shoulder or arms. Very rarely is the pain in 
the back. Occasionally it is manifested only 
by what the patient calls indigestion with 
epigastric distress and bloating. Many many 
times patients walk into the office for a 
routine or periodical check-up and the elec- 
trocardiogram will reveal the evidence of a 
recent healing myocardial infarction, and us- 
ually only by careful digging into the history 
can we elicit some of the above minor symp- 
toms. Pain may be entirely absent with 
dyspnea as its equivalent. If one is called to 
see a middle-aged or elderly person especially 
in the middle of the night with paroxysmal 
dyspnea who has not previously had this his- 
tory one should suspect that the left ventric- 
ular failure may be precipitated by a fresh 
myocardial infarction, and this will not in- 
frequently be proven by follow-up studies in- 
cluding the electrocardiogram. 


Regardless of how typical the clinical pic- 
ture may be, it behooves the clinician to keep 
in mind a number of conditions which might 
be confused with myocardial infarction. Some 
of these conditions are as follows: 


Angina without Infarction—Whether or 
not the patient is having merely angina with- 
out infarction or whether the pain is due to 
a true infarction frequently confronts the 
physician and he knows that usually the pain 
with coronary thrombosis is of greater in- 
tensity, is not relieved by the vasodilators as 
a rule, and is usually accompanied by some 
cold perspiration. The electrocardiogram will 
often be necessary to help make the differ- 
entiation. 

Acute Abdominal Disease.——The localiza- 
tion of the symptoms and signs is predom- 
inantly in the abdomen, while in coronary 
occlusion they are usually referred predom- 
inantly to the chest. Also, the mode of onset 
has some finer differences in the two condi- 
tions. In acute cholecystitis, the onset is usu- 
ally characterized by chills and fever, and 
marked abdominal tenderness followed often 
by jaundice. These symptoms together with 
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the right upper abdominal pain, tenderness, 
and rigidity are seldom duplicated by coro- 
nary occlusion. In perforated gastric ulcer the 
abdominal pain is excruciating and there is 
board-like rigidity of the abdominal wall in 
the early stages followed later by general- 
ized pain and tenderness caused by peritoneal 
irritation. Due to escape of air into the peri- 
toneal cavity, pneumoperitoneum may be 
demonstrated by x-ray. In acute pancreatitis 
the onset of the pain is sudden. It is most 
intense in the mid-upper abdomen and it 
radiates to the back. Early abdominal dis- 
tention is often present and signs of perito- 
nitis from peritoneal necrosis are evident. In 
doubtful cases, an elevation of serum amylase 
may help with the diagnosis. 


Pulmonary Diseases——The more common 
forms of acute pulmonary disease that simu- 
late coronary occlusion at its onset, are pul- 
monary embolization with infarction, spon- 
taneous pneumothorax, sudden bronchial ob- 
struction with pulmonary atelectasis, spon- 
taneous interstitial emphysema, and acute 
lobar pneumonia. Although the abruptness 
of onset of these conditions in shock may be 
similar to those of coronary occlusion, careful 
physical examination of the lungs should 
offer no difficulty in arriving at a differential 
diagnosis. In pulmonary embolization there 
is, as a rule, a sense of suffocation rather 
than precordial pain. Chest pain, when pres- 
ent, is usually localized in other than the pre- 
cordial region. It often occurs later in the 
course of the disease and is caused by pleural 
involvement over the infarcted lung area, if 
the infarction extends to the pleural surface. 
The pain is therefore usually provoked by 
respiration. Hemoptysis may be present. 
Spontaneous pneumothorax is also usually 
characterized by a feeling of suffocation 
rather than pain and may be confused with 
the comparatively infrequent painless form 
of coronary thrombosis where dyspnea may 
be an outstanding feature. The physical find- 
ings of tympanitic resonance, diminished ex- 
pansion of the affected side of the chest and 
almost absent breath sounds on that side 
make the differential diagnosis easy. A chest 
x-ray examination confirms the diagnosis. 
Spontaneous interstitial emphysema which is 
very frequently associated with spontaneous 
pneumothorax may easily be mistaken for 
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coronary occlusion. It is characterized by 
severe precordial pain radiating to the left 
shoulder and arm, followed by a rapid pulse, 
low grade fever and leukocytosis, as in cor- 
onary thrombosis. The most important dif- 
ferential point in the diagnosis is the peculiar 
crackling, crunching sounds, synchronous 
with the heart beat. These sounds are very 
often heard at the left parasternal region and 
were first described by Hamman.* Pneumonia 
may usually be differentiated by a careful 
physical examination and by x-ray of the 
chest. Hiatal hernia and esophageal ulcera- 
tion are occasionally confusing and should be 
ruled out by x-ray. 


Aortic Diseases—Of the acute affections of 
the aorta that may be mistaken for coronary 
occlusion the most important are rupture and 
dissecting aneurysm. Rupture of the aorta if 
incomplete, may or may not be followed by 
dissection. It usually occurs close to the 
commissure of the aortic valve. The symptoms 
may resemble coronary occlusion. The de- 
velopment of aortic insufficiency and the 
absence of electrocardiographic changes of 
coronary occlusion speak in favor of the diag- 
nosis. Rupture of the aortic valve may also 
produce the same symptoms. In dissecting 
aneurysm of the aorta, the pain is much more 
excruciating than in coronary occlusion. A 
pre-existing hypertension, which is frequently 
present, usually persists after the attack al- 
though this is not necessarily true. Depend- 
ing upon the location and spread of the dis- 
section, occlusion of the various branches 
springing from the aorta may take place re- 
sulting in corresponding signs and symptoms. 
The stabbing or cramp-like pain in the retro- 
sternum or precordium with very wide radia- 
tion extending as far as the lower spine and 
even to the legs should help make the dif- 
ferentiation. 


Acute pericarditis may occasionally simu- 
late myocardial infarction. The pain in peri- 
carditis, however, is never as marked and has 
not the usual character of coronary occlusion. 
There is very frequently a history of a pre- 
ceding infectious illness. 

Radiculitis in our experience is a condition 
which is frequently overlooked as a cause for 
pain which may simulate coronary occlusion. 
The location of the pain may be very similar 
and may also be associated with pallor and 
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perspiration but this is somewhat rare. The 
distinguishing characteristics are that the 
pain usually occurs after certain movements 
of the spine such as bending or turning of 
the body, after coughing, sneezing, straining 
at stool or prolonged sitting. The attack may 
be reproduced by the application of pressure 
to the dorsal spine. The radiculitis which 
often precedes the eruption of herpes should 
be kept in mind and the hyperesthesia of the 
painful area often is a helpful sign. After all 
is said and done the most important single 
aid in the diagnosis of coronary occlusion is 
the electrocardiogram. 


The Electrocardiogram. — Ordinarily the 
electrocardiogram which should routinely 
contain the three standard limb leads, the 
augmented limb leads, and six precordial 
leads, should be taken as soon as practicable. 
The first tracing may show diagnostic changes 
leaving very little doubt as to the diagnosis. 
However, in a great many cases the changes 
early are not marked or may be so equivocal 
as to demand subsequent serial tracings which 
should be done at one to three-day intervals 
if possible looking for the changing complex 
which one sees in this condition. The value 
of serial tracings cannot be too strongly em- 
phasized, as often this is the only way that 
the diagnosis can be firmly established. If the 
practitioner has to rely upon some other 
physician for his interpretations he should 
acquaint the interpreter with the salient 
features of the clinical history of the case. 
The electrocardiographer, like the roentgen- 
ologist, can give a much more valuable in- 
terpretation if he has the clinical history to 
help him. Myocardial infarcts may usually 
be localized fairly accurately by the electro- 
cardiogram, as being anterior, antero-lateral, 
antero-septal, high lateral, low lateral, sub- 
endocardial, posterior or posterior lateral. 
Time does not permit a detailed discussion 
of the various electrocardiograph patterns; 
however, these may be found in any one of 
the many good books on this subject. The 
Vx or xiphoid lead taken over the xiphoid or 
ensiform cartilage may show S-T changes or 
T wave negativity in posterior myocardial in- 
farction. Occasionally the seldom used _pos- 
terior chest leads can be employed to good 
advantage in demonstrating a posterior in- 
farct. Esophageal leads are not practical for 
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the average clinician to use. High lateral chest 
leads will sometimes pick up a high lateral 
position infarct. 

Management of the Uncomplicated and 
Complicated Case.—Relief of pain and shock 
is the first consideration. For pain we have 
come to rely upon pantopon® in doses of 
grains one-sixth to one-third, demerol® in 
doses of fifty to one hundred mg., or levo- 
dromoran® in doses of 2 mg. because they 
usually produce less nausea and vomiting 
than morphine, which in itself, may be disas- 
trous. Initially we use an ampule of a combi- 
nation of papaverine grains one-third, panto- 
pon® grains one-sixth, and atropine sulfuric 
acid ester grains one-sixtieth, and the value 
of this combination is easily understood. If 
the desired relief from pain is not forthcom- 
ing with these two ampules (and it very well 
may not be) we use one of the above men- 
tioned drugs so as to avoid any further atro- 
pine effect. For quicker relief of pain these 
drugs are given high up in the deltoid or 
pectoral muscles where absorption will be 
quite rapid and the need for their intrave- 
nous administration is seldom. Oxygen and 
plenty of it by tent, mask, or nasal catheter 
are usually advisable and will decrease the 
need for narcotics. Shock is frequently pres- 
ent during the early hours of the disease 
and if it is successfully overcome the patient 
has a very good chance of survival. ‘The “ball- 
game” may be won or lost at this stage de- 
pending upon how the patient is treated. For 
either the initial shock or delayed shock, 
which can be spotted by a frequent blood 
pressure check during the first forty-eight to 
seventy-two hours, one of the most successful 
drugs is adrenal cortex extract (aqueous) in 
doses of three to four cc. intramuscularly 
every two to four hours supplemented with 
the lipo-adrenal cortex extract for more sus- 
tained action in doses of one cc. every six to 
eight hours until the blood pressure is main- 
tained at 100 systolic or above. Aqueous adre- 
nal cortex extract may also be incorporated in 
small plasma or whole blood transfusions 
which in themselves are often of distinct value 
in overcoming shock. Other drugs which are 
sometimes useful are L-nor-epinephrine and 
methoxamine hydrochloride. 

If premature contractions develop, quini- 
dine sulfate in three-grain doses every three 
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to six hours is given, being sure first to ascer- 
tain, if possible, whether or not the patient 
is sensitive to quinine or its derivatives. If by 
history or test dose this sensitivity is estab- 
lished one may use procaine amide (prones- 
tyl,®) 250 mg. capsule by mouth every three 
to six hours. Intravenous procaine amide is 
seldom used because of its tendency to induce 
a dangerous drop in blood pressure. The 
purpose of quinidine or procaine amide is, 
of course, to reduce the irritability of the 
myocardium and to try to prevent some more 
serious arrhythmia such as ventricular tachy- 
cardia or fibrillation. When ventricular tachy- 
cardia appears, a new severe emergency im- 
mediately is at hand and should be treated 
quickly with quinidine gluconate, three 
grains, intramuscularly, repeated every thirty 
to sixty minutes until the tachycardia ceases. 
The electrocardiogram is very helpful at this 
time. Digitalis is not ordinarily used routinely 
unless the patient develops signs of congestive 
heart failure which is a fairly frequent oc- 
currence and which is manifested by the usual 
signs of dyspnea, orthopnea, cough, liver en- 
largement, and edema. Mercurial diuretics in 
moderate doses may be also indicated if this 
develops. If the blood pressure is not low, 
an intravenous administration of 20 cc. of 
50 per cent glucose with aminophyllin, grains 
three and three-fourths added and given very 
slowly, once or twice daily, is useful. Rectal 
suppositories of aminophyllin-sodium pento- 
barbital® at bedtime often will insure a bet- 
ter night's rest. As the case progresses if there 
is a recurrence of chest pain, especially if it is 
somewhat pleuritic in character and accom- 
panied by a new temperature rise with a 
further rise in white count, pulmonary in- 
farction should be suspected and at this time 
papaverine hydrochloride, grains one-half 
subcutaneously or grains 1.5 by mouth every 
four hours, is given along with antibiotics to 
prevent a pneumonic process from develop- 
ing in the fertile soil of pulmonary infarction. 

If complete auriculo-ventricular disassocia- 
tion (heart block) with Stokes-Adams seizures 
occurs, ephedrine sulphate in grains three- 
eighths doses every two to four hours is given. 
In the very severe and seemingly intractable 
cases where the emergency is extreme, epi- 
nephrine in two-minim doses subcutaneously 
or ephedrine in three-eighths grain doses sub- 
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cutaneously is sometimes given. We have 
found also that the attacks can frequently be 
controlled by alternating ephedrine with one 
of the sympathomimetic drugs such as _ iso- 
propylarterenol sublingually or isopropyl- 
epinephrine in doses of 5 to 10 mg. subling- 
ually. The appearance of the Stokes-Adams 
seizure does not necessarily mean that the 
patient has a heart block or that it is due to 
a heart block. 

I well remember a patient a number of years ago 
who, a few hours after the onset of an acute myo- 
cardial infarction, developed a complete auriculo- 
ventricular disassociation (heart block) with a rate 
of thirty-two per minute but with no syncope until 
she went into ventricular tachycardia with a rate of 
nearly three hundred per minute at which time the 
cerebral circulation was so poor that it was incom- 
patible with consciousness. She went from one type 
of arrhythmia to another including auricular fibrilla- 
tion, flutter, ventricular tachycardia, and short runs 
of ventricular fibrillation but always returning to a 
complete auriculo-ventricular disassociation with a 
slow rate. Only by heroic doses of quinidine were we 
able to control the ventricular tachycardia and its 
resulting syncope only to have the patient succumb 
in congestive failure on about the seventh or eighth 
day. In this case the electrocardiogram was used many 
many times and often almost continuously for an 
hour at a time and proved to be invaluable. 

Other complications which sometimes arise 
are embolic phenomena to the brain, ex- 
tremities, or visceral organs. For these, papav- 
erine as described above is usually given and 
surgical treatment by embolectomy or sympa- 
thetic block as indicated. 


Anticoagulants—The purpose of anticoag- 
ulant therapy is, if possible, to stop the ex- 
tension of thrombosis in the coronary vessels 
and to prevent the development of mural 
thrombi in the heart chambers as well as 
venous and arterial thrombosis in others parts 
of the body. It is our firm belief that our 
patients who have been on anticoagulant 
therapy have made a quicker improvement 
with less complications. Anticoagulant ther- 
apy can also be used as a strong inducement 
to treat the patient in a hospital. If the hos- 
pital has proper laboratory facilities for ade- 
quate prothrombin time determination this 
therapy is started immediately. During the 
past few years, we have had occasion to use 
all of the different anticoagulants and we be- 
lieve we have had our best results with dicu- 
marol® which is given in divided doses of 
from 200 to 250 mg. the first day, 50 to 100 
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mg. the second day, and thereafter from 50 
to 100 mg. daily depending upon the pro- 
thrombin time. We are perhaps more con- 
servative in our dosage than many and main- 
tain the prothrombin time at twenty-five to 
thirty seconds or approximately twice or 
slightly less than control time in seconds. By 
this method we have had very little trouble 
with hemorrhage, without jeopardizing the 
therapeutic effect of the anticoagulant. The 
antidote for excessive dicumarol]® action with 
hemorrhage is mephyton® in 50 mg. doses 
administered in 10 to 50 cc. of water, saline, 
or glucose. This will usually return the pro- 
thrombin time to a safe level within four to 
six hours. It is far superior to synthetic vita- 
min K-like substances. It is not effective 
against excessive heparin action. Occasionally 
but not routinely in addition to dicumarol® 
we start heparin in doses of 100 to 200 mg. 
intramuscularly every twelve hours depend- 
ing upon the coagulation time which should 
be kept to a level of fifteen to twenty min- 
utes. This is discontinued at the end of forty- 
eight hours when the full delayed effect of 
the dicumarol® takes over. For hemorrhage 
due to excess heparin effect, the antidote is 
a transfusion of 250 to 500 cc. of freshly 
donated blood or blood bank not more than 
three days old. If a rapid counteraction is 
desired the intravenous administration of 
protamine sulfate in doses of 50 mg. at inter- 
vals of fifteen minutes or longer may be re- 
quired to maintain the coagulation time at 
continuously normal levels. Prothrombin 
times should be done daily for the first one 
to two weeks and when the patient’s reaction 
to the drug is well established, every other 
day. More recently we have been using 
danilone® with good results and it is our im- 
pression at this time that this drug gives less 
fluctuation in the prothrombin time. The 
dosage is approximately two-thirds that of 
dicumarol.® We leave our patients on anti- 
coagulants as long as they are in the hospital 
and usually send them home on a reduced 
dosage schedule with bi-weekly prothrombin 
determinations done by our office laboratory. 
This may not be practicable for the average 
practitioner unless he has laboratory facilities 
available. If so, it is our opinion that it is a 
distinct advantage to the patient to be main- 
tained for several weeks to several months or 
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even longer especially if he is a myocardial 
infarct repeater. 


GENERAL CONSIDERATIONS 


Bedrest, the patient being fed during the 
first few days of the illness, is usually the rule. 
He is encouraged to move his legs all he 
desires in order to prevent thrombosis of the 
lower extremity vessels. The more severe cases 
are kept strictly at bedrest from five to seven 
or eight weeks. Some of the milder cases are 
allowed to use the commode on the second 
or third week for bowel movements. If the 
patient has been strictly at bedrest flat on 
his back with very little elevation of his head 
this first attempt at getting up is dangling 
for a few minutes each day for two or three 
days before he finally sits on a chair or gets 
on the commode for a few minutes each day. 
An attempt is made to limit visitors to mem- 
bers of the immediate family during the earlv 
course of the disease and even this is 1:- 
stricted as much as possible. The diet early 
is liquid or soft with no coffee, tea, potatoes, 
or other gas formers and as the patient im- 
proves there is a gradual return to a full diet 
less the stimulants. Coffee substitutes and 
milk are allowed as beverages. Tobacco is 
absolutely contraindicated. Most patients will 
need something for constipation which is 
usually a problem and for this a non-irritat- 
ing product is used. To prevent gas and ab- 
dominal distention, one of the enzymatic 
digestive tablets such as takadiastase,® pan- 
creatin, and pepsin tablets one after meals. 
The tendency for bowel impaction is lessened 
by the use of the non-irritating laxative 
preparations; however, if impaction occurs 
an oil retention enema followed in eight to 
twelve hours with a soapsuds enema is given. 
Ordinarily the first enema is given on the 
sixth to eighth day carefully and often 
siphoned off because of the danger of strain- 
ing at stool. We do not ordinarily worry 
about the bowels during the first five to seven 
days unless unusual bowel symptoms appear. 

After the first three or four days of the 
illness when the patient settles down and can 
tolerate all medication, one of the potent 
multi-vitamin and mineral preparations are 
given two or three times daily and moderate 
doses of aminophyllin are usually given if 
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the blood pressure is not low. The high vita- 
min and mineral regime definitely, in our 
experience, reduces the incidence of the very 
common and painful shoulder-hand  syn- 
drome, which if it does develop, will usually 
respond to added injectable vitamin B com- 
plex and B,. plus some moderate physical 
therapy and exercises of the extremity which 
the patient can usually do himself unless the 
condition is extreme and has been left un- 
treated for some time. 


Treatment of the Convalescent Phase.— 
Depending upon the severity of the attack 
and the occupation to which the patient 
must return, he or she should resume exercise 
very gradually, being careful to avoid ex- 
tremes of any kind, especially overeating and 
fatigue. The stairs are definitely contraindi- 
cated. Normally most patients can resume 
their work on a restricted basis from the 
eighth to twelfth week depending, of course, 
upon the individual condition. Some, with 
an extreme amount of damage may not re- 
turn to work for many months. Others with 
a very small area of damage may return to 
work within four or five weeks. The attitude 
of the physician and the family should 
definitely be one of optimism toward the 
patient and the importance of avoiding mis- 
takes in ways of living should be emphasized 
and re-emphasized. The avoidance of over- 
exertion, overeating, overstrain of any kind, 
obesity, and smoking, must be drilled into 
the patient, at the same time with the as- 
surance of a reward if mistakes are not 
made. A follow-up part of the treatment in- 
cludes the high vitamin and mineral regime, 
aminophyllin, and other drugs as necessary. 
The eradication of foci of infection, especially 
bad teeth and frequently infected tonsils, is 
undertaken always using the antibiotics pro- 
phylactically, both pre- and postoperatively. 
The patient, if he has had a small or moder- 
ate amount of damage, should assume the at- 
titude that nature was kind in giving him a 
warning without completely knocking him 
out and he should be encouraged by the fact 
that many thousands of people who have suf- 
fered the same illness have taken the warning 
that nature has given them, have so conducted 
their lives as to avoid mistakes, and have gone 
on to lead useful existences, many living out 
a normal or longer than normal expectancy. 
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DISCUSSION (Abstract) 


Dr. E. R. Cox, Dallas, Tex.—While each of us 
has his own routines of treatment, the basic principles 
have been adequately dwelt upon by this excellent 
paper. 

We general practitioners sce a major portion of 
the patients suffering from coronary thrombosis. 

The ambulatory patient with the borderline his- 
tory, physical and laboratory findings gives me great 
concern. I should like to know how Dr. Steffen 
handles this group. Giving them adequate protection 
without overtreating them is a problem for me. 

A point in diagnosis outlined by the author that 
I always stress is the importance of diaphoresis in 
the initial shock phase of the disease. This, when 
present, has always been a deciding factor. If the 
patient is suffering enough to produce sweating, then 
he should be taken to the hospital or clinic for further 
diagnosis and treatment. 


Another symptom mentioned, that in my limited 
experience means much, is the case where radiation 
of pain is into the neck, jaws, and throat. It has been 
in such cases that the prognosis was poorest. 

The most important thing we can do when life is 
actually in balance, is to give adequate, heavy, com- 
plete sedation. Occasionally we may run some danger 
of masking the signs and symptoms of other diseases 
such as ruptured peptic ulcer. Nevertheless, the im- 
portance of complete early relief of pain should not 
be minimized. The choice of the sedative I shall 
leave to the clinician’s experience. 

The electrocardiograph’s importance in accurate 
positive diagnosis is undenied but negative results 
should never preclude good clinical diagnosis with 
early treatment. Only in the past few months we 
autopsied on the seventh day a very extensive pos- 
terior infarct of a patient whose serial electrocardio- 
grams were entirely negative. 

The follow-up care suggested leaves little to be 
added. If there has been no subsequent pain since 
the initial attack, we may allow slightly earlier am- 
bulation than that suggested. Milk and water is all 
that is allowed for the first 24-72 hour period as we 
feel such a bland diet is least likely to give gastro- 
intestinal complications that would disturb the 
patient. 

Finally, I should like to have the author’s exper- 
ience in convincing many patients who have had 
mild coronaries of the importance of the quiet life. 
It has been too often our experience that the ratio 
between the lapse of time from the acute episode and 
the patient’s confidence in our diagnosis and instruc- 
tions are inversely proportional. As time passes, they 
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seem to doubt that they ever really had a heart at- 
tack and soon begin to abuse themselves. We have 
recently had three such patients who died after 2-year 
remissions. This probably is a reflection upon our 
salesmanship. 


Dr. Steffen (closing).—I feel that it should be im- 
portant for the practitioner to emphasize and to re- 
emphasize to the patient who has had a coronary 
thrombosis that if he does things right, if he lives 
his life right, he stands a good chance of avoiding 
any more trouble as far as his heart is concerned. 
The patient must constantly keep in mind the man- 
agement of his problem and should be told that he 
is most apt to get into trouble if he makes multiple 
mistakes in his management. If he gets overweight, 
overeats at any one time and overexerts he stands a 
good chance of getting back into trouble. The cardinal 
principles of the management of his problem, as far 
as he is concerned, are to avoid tobacco, avoid over- 
eating, avoid overexertion, and avoid overweight. 


TO TEACH THE NEWER PUBLIC 
HEALTH* 


By Harpy A. Kemp, M.D.t+ 
Houston, Texas 


To teach the newer public health we must 
turn purposefully to the problems of human 
ecology: for medicine a mental view embrac- 
ing a new series of events in which generaliza- 
tions from limited facts must shortly be re- 
placed by a thorough knowledge of the anat- 
omy and pathology of our social structure. 
Moreover, it will only be through such knowl- 
edge that the application of ecological prin- 
ciples embodied in these areas may be made 
to work sensibly with the dynamic forces of 
community life. 

This will call for close cooperation be- 
tween all persons and all organizations con- 
cerned with health care in which, indeed, we 
must include public welfare itself. In this 
development it is our legal right as medical 
men and, even more important, our moral 
responsibility to see to the proper implemen- 
tation and orientation of programs arising 
from this newer understanding and, since 
public health has led the way by engender- 
ing the concept of patients as people-in-a- 


*Read in Section on Public Health, Southern Medical 
Association, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 


Professor of Preventive Medicine, Chairman, Department 
of Public Health and Preventive Medicine, Baylor University 
College of Medicine, and Director of Graduate Studies, Col- 
lege of Medicine and Graduate School Affiliated Hospitals, 
Houston, Texas. 
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social-and-economic-environment, it will fall 
to those of us who are specialists in public 
health to formulate an expression of this new 
reality born of the complexities of our time 
and to teach this newer public health. 


THE SOURCE OF THE NEWER PUBLIC HEALTH 


To teach the newer public health we must 
know and understand its source. Hugh Lea- 
vell! has described our situation quite suc- 
cinctly by pointing out that the two major 
types of change with which public health 
must deal today are “public” changes and 
“health” changes. “Health” changes, through 
our professional training and experience, 
readily become a part of our everyday prac- 
tice. “Public” changes, on the other hand, im- 
portant as they are to public health work, are 
more difficult in many respects for us to put 
to daily use. Yet, as Leavell says, public 
changes are often of greater importance in 
public health work since in the newer public 
health, directed efforts at health promotion 
by educators, agricultural specialists, econ- 
omists, industrialists, together with those of 
us who in practicing and in teaching our spe- 
cialty, are pointing much of our efforts toward 
a newer and broader approach to the total 
area of health care. 

This does not mean that we have aban- 
doned or shall abandon our interests in spe- 
cific efforts at the control of communicable 
disease, or that we shall slacken our interest 
in early recognition and effective treatment 
of any form of disease likely to become dis- 
abling or incurable. Neither should we find 
it necessary to set aside our quickened interest 
in rehabilitation and our concern for its role 
in public health. Nor, above all, should ac- 
ceptance of this newer concept be taken to 
mean that the newer public health physician 
holds no sincere concern for the sick man as 
an individual. Quite to the contrary, our 
newer contributions to the work of private 
practitioners, our emphasis on personal values 
and personal needs in public health nursing, 
our concern for the effectiveness of hospital 
and out-patient facilities all attest our phi- 
losophy that as long as we treat patients 
“vertically,” that is, as a person-from-an- 
environment, we will in the end accomplish 
health promotion “horizontally”! and thus 
meet the “health” changes in the newer pub- 
lic health. 
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The assimilation and integration of these 
changes will come slowly for the newer public 
health addresses itself more to the public 
changes in our field and they are never 
abrupt although they may be, in an ominous 
sort of way, sternly compelling. Already these 
changes in our social organization through 
large scale operations, both governmental and 
private, have brought about a degree of pow- 
erlessness where individuals are concerned. 
To this we must add the instabilities of a 
generation of wartime economy and its con- 
comitant exaggerations of social mobility. 
These powerful complexes have all but broken 
down the older rules and practices of relation- 
ships between communities and to a great 
extent the established relationships between 
individuals. Indeed, about all that is left of 
family ties in an overwhelming number of in- 
stances is the immediate husband-wife-child 
complex and that, too, has undergone a com- 
plete change in most instances from the time 
when children were producers, not consumers 
alone. 

Other strikingly important examples could 
be cited. Thus, we are certainly aware that 
increasing governmental control and confisca- 
tory income taxes have all but done. away 
with large scale philanthropy which by stimu- 
lus and by precept has hitherto done much to 
bring public health to the level it occupies 
today. Stimulus and precept now come from 
tax funds disbursed by the now well estab- 
lished practices of the Federal Security 
Agency. This is “public” change to the nth 
degree. 

But whatever these large scale changes, 
there is and ever has been an awareness for 
man, the individual. In the midst of all 
these powerful forces, antithetical though 
they may sometimes be and contrary at times 
to the point of mutual nullification, our in- 
nate concern in Western civilization for our 
fellowman has burgeoned into a compelling 
emphasis on the dignity and the worth of that 
individual. That emphasis in itself has be- 
come a force which in many important areas 
of health care has leavened discrimination 
and has thus brought about certain realign- 
ments in health practices. 

Whether as the result of these changes or 
perhaps in spite of them there stands upper- 
most, because of the power of its being, the 
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broad acceptance of social security as a hu- 
man right, a right to be guaranteed if need 
be by governmental authority. Those of us 
who were born in another, a different era 
and brought up under its influences, have 
difficulty in accepting this newer concept. 
Thus, we fail, and therein lies the danger, 
to comprehend its force. Absorbed as we have 
been with the more recent and dramatic ad- 
vances in medical science and preoccupied 
with our daily affairs, we have been brought 
joltingly to the realization that this particular 
“public” change has forged a strong link be- 
tween health and welfare and thus has 
brought us the strong interdependence of 
health and welfare services, definitely the 
“public” aspect of the newer public health, 
and we are to teach it. 


THE NEED TO TEACH THE NEWER PUBLIC HEALTH 


The demand for security in all forms, of 
which medical security is by no means the 
least, is nurtured by the determination in 
many quarters that adequate public health 
services and thus medical security shall be 
made available to all. We cannot just shut 
our eyes and hope that it will go away. To 
the contrary, we need to be reminded that 
in the long run it will be disastrous for us 
to forget that medicine itself is a powerful 
social force which affords its servant, public 
health, an opportunity to develop public atti- 
tudes for medical and health services which 
will continue to foster an individualistic prac- 
tice of medicine and thus secure the perpetu- 
ation of the best medical practice and health 
service ever known to civilization. Our aim 
in teaching the newer public health is to cul- 
tivate a deeper appreciation of our medical 
freedom. At the moment, irresolution strong- 
ly deters us. Appropriately, then, Dean Sin- 
nott’s? warning should shock us into the full 
awareness that freedom hitherto undoubted 
as to its desirability for all men is now being 
willingly surrendered by millions who are 
persuaded that there are other things more 
precious. All around us we are being urged 
to yield to the collective will of something 
loftier than the individual, the state, in the 
hope to gain security and peace. As Sinnott 
tells us, “To keep alive men’s love for free- 
dom is no simple task. It is so serious and 
urgent, so fraught with perilous consequence, 
if it fails, that it should command our com- 
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plete devotion.” This is the challenge to the 
newer public health, and we are to teach it. 


Yet in so doing we must teach our students 
at all levels in medicine that medical practice 
today is not a private enterprise alone; its 
practice must be interdigitated with the forces 
which shape our times so that medicine will 
do its part in determining the ecological re- 
lationships which go to make up the structure 
of our society. More plainly, we need to teach 
this newer public health in order to develop 
leaders with an appreciation of the important 
considerations necessary for medical services 
to population groups both large and small, 
so that our medical freedom will be preserved 
and so that our population will know how 
to make proper use of the various services of 
health departments, voluntary health agencies, 
hospitals, and indeed the medical profession 
itself. 

By way of warning we have only to note 
that certain large scale efforts in medical 
care have already gotten out of hand. Wheth- 
er we should, or in anywise would, accept any 
part of the responsibility we have only to 
consider thoughtfully the wild growth of pre- 
payment medical care programs sponsored 
by our larger labor unions. These programs 
constitute a major new development in Amer- 
ican health care. Thus to teach the newer 
public health, it will be necessary for us to 
admonish our students of the need to under- 
stand the origin and destiny of great social 
forces which, and not without plain warning, 
bring newer concepts into realities of such 
proportion that of necessity they exert a 
powerful influence upon medical practice, 
hospital services, and directly or even indirect- 
ly finally shape the policies of medical fac- 
ulties and medical education. 

Just so: we know today that 86 million 
individuals have some form of hospital or 
medical insurance. This is another develop- 
ment of major importance in modern medi- 
cine as anyone can plainly see. It is more im- 
portant, however, to realize that this number 
has increased about 70 million in the last 10 
years. Thus it should be abundantly clear 
that even a partial amount of medical security 
within such a large proportion of our popu- 
lation underscores the magnitude of the in- 
fluence of that development upon hospital 
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and medical practice and upon the newer 
public health. 


All these factors, large and small, tangible 
and intangible, have a direct influence upon 
the health of our public and thus become the 
newer public health, which in turn places 
upon the department of public health within 
the undergraduate medical faculty and the 
faculty itself a continuing and ever growing 
responsibility for keeping the instructional 
program effectively gauged to these newer 
tasks in medical education. 


THE NEED FOR CURRICULAR CHANGES 


To teach the newer public health certain 
medical educators and certain foundations 
have recommended certain changes in medical 
education designed, hopefully, to prepare the 
medical student to fulfill his responsibilities 
in modern society once he becomes a medical 
practitioner. Thus premedical faculties and 
premedical students have been urged to in- 
terest themselves in the social sciences, if 
need be, at a reduction of preparation in the 
natural sciences. 

“Individuals preparing to work with people must 
have a knowledge of people as biological and social 
organisms. A broad background of training is thus 
essential to all medical students. The pre- 
professional educational experiences of the medical stu- 
dent, therefore, must include training in the humanities 
of sufficient intensity and duration to establish in his 
mind the fundamental principles of living and to lay 
the foundation for a continuing interest in man and 
his accomplishments (together with training in social 
and behavioral sciences, concepts and methods to en- 
able him to understand and appreciate variability in 
human behavior. The preprofessional training 
of the potential medical student should be such as to 
give him a sense of service and the necessary knowledge 
and balance essential to the practice of good medicine. 
With this beginning the student’s educational experi- 
ence can attain a continuity which will contribute to 
his own growth and development throughout the years 
of his education.” 

So said the Conference on Preventive Medi- 
cine in Medical Schools at Colorado Springs 
last year. 

To the proposal that social sciences should 
be included in the undergraduate medical 
curriculum, certain ones* have expressed the 
belief that the incorporation of social sciences 
would be of doubtful value at this time: first, 
because these disciplines have not yet reached 
a definite maturity which can find tangible 
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application to medicine; and, second, because 
it seems unwise to sacrifice the limited and 
precious time for preprofessional medical edu- 
cation in order to embrace this newer con- 
cept. To their way of thinking, we would in 
so doing dilute our clinical teaching unduly 
even if we succeeded in broadening the scope 
of our intent. 

To those of us who seriously desire to see 
the gulf between the areas of scientific so- 
ciology and scientific medicine in some way 
bridged, there is the hope that sociology will 
commingle itself with clinical medicine in a 
way agreeable to those who ignore its present 
efforts to be friendly with us and to be ef- 
fective in its service. It has already done so in 
many instances. But to ignore the sincerity 
of those who attempt to explore and to map 
out the boundaries of human ecology and to 
deny to them the cooperation and support of 
clinical medicine neglects the true spirit of 
medical science. Let our old master, Pasteur, 
remind us again that all sciences gain by 
mutual support. 

To teach the newer public health will not 
appreciably dilute our highly concentrated 
teaching efforts in clinical medicine. Too 
long and too strictly we have limited student 
training to the laboratory, the out-patient 
clinic, the ward rounds, and to history tak- 
ing. The patient-as-a-person concept is still 
quite new. But, as Hubbard® points out, stu- 
dents will not learn to evaluate patients and 
their environment by the indirect means of 
history taking any more than they will learn 
diagnosis and treatment through indirect 
evaluations. It is just this sedulousness of 
purpose, sedulous clinical teaching, which has 
shut out comprehensive medicine in our cur- 
ricula, when the need, as George Packer 
Berry® puts it, is “to find ways of adapting 
medical education to the needs of modern 
life. This,” he goes on to say, “does not 
mean diluting the time-tested principles of 
good education; it does mean orienting teach- 
ing methods to the total patient in his set- 
ting. In brief, scientific medicine must be- 
come comprehensive medicine, yet cannot be- 
come thereby any less scientific.” 

Truly the lump of our teaching needs leav- 
ening but not in the homeopathic posology 
of home care and preceptor programs. To 
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teach the newer public health it will not be 
necessary to introduce these items into our 
curricula. As such, they contribute but little 
toward the final purpose of understanding the 
total problem of medical care. As I shall 
point out below, the student with his one- 
family-in-the-health-district can no more reach 
an understanding of dynamic human ecology 
than the student in the school for graduate 
social work can come to understand and par- 
ticipate in the rights and privileges of clinical 
medicine. Thus, to teach the newer public 
health, it is necessary to look through the 
telescope from the eye-piece, not the other 
way around. 


COURSE CONTENT 


To teach the newer public health we must 
gather together source material into text- 
books and suitable reference forms. A few 
of our newer student texts in public health 
reach timidly in this direction but they are 
still so encumbered with waterworks engi- 
neering, plans for and illustrations of sewage 
disposal plants, together with a melange of 
everything everybody has thought of as pub- 
lic health, including the contents of the shore- 
less sea of industrial toxicology, that little of 
the newer public health will be found in 
them. Within the voluminous publications 
of the social security agency, on the other 
hand, there is indeed an enormous amount of 
information particularly cogent to this sub- 
ject. The great task will be to winnow it out. 


But we are not without a framework for 
our planning. As long as 40 years ago the 
German universities were well advanced in 
teaching human ecology. In Soziale Path- 
ologie, published in 1913, Alfred Grotjahn 
systematically analyzed and appraised the part 
played by socio-economic conditions in pre- 
disposing the body and mind to disease, in 
causing disease, and in contributing to dis- 
ease and influencing its course. He also ex- 
amined the importance of socio-economic bal- 
ances in the reduction of illness. In this he 
stressed the complexity of human environ- 
ment as against our present major emphasis 
on biological factors and even physical en- 
vironment. 


Throughout the past 40 years this idea has 
grown into medical teaching in the United 
Kingdom and on the Continent until today 
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the leading medical colleges there have come 
to orient their teaching to its approach and 
thus to medicine’s ultimate goal: “Man and 
his happiness” (Meakins). 

Meanwhile, American medical teaching has 
not remained indifferent to this concept. 
Three years ago I reviewed this subject before 
our Section on Medical Education and Hos- 
pital Training at the meeting in St. Louis. 
In the course of that review’ it was strongly 
implied that the objective in teaching the 
social and economic aspects of medicine 
should be to further the student’s understand- 
ing and the use of existing community re- 
sources, both governmental and voluntary, 
with a view toward reducing the gap between 
medical practice and those public welfare 
activities in which medicine holds not only a 
vested interest but a tremendously important 
responsibility which apparently is not clearly 
recognized at present. 


In the actual teaching of this newer con- 
cept, we are, those of us who have essayed 
the attempt, still in the stage of exploration. 
We do feel, however, that of the two methods 
of approach, case studies and theoretical in- 
struction, case studies, whether derived from 
home care or discussed as “clinical public 
health case conference” (I. V. Hiscock), have 
little real value unless they have been pre- 
ceded by at least 10 sessions devoted to the 
origins and development of medical care in 
which fundamental concepts and common ele- 
ments of various developments in human ecol- 
ogy are emphasized over and above adminis- 
trative details. 

“After all,” as Franz Goldmann§ says, “the under- 
graduate medical student is neither a dimunitive 
health officer, nor a little administrator, nor a junior 
social worker ...... Obviously, the present system of 
teaching public health is defective and needs re- 
vision. This will require determination but one can- 
not make an omelet without breaking eggs, as the 
French say. Without a radical change in this field 
we will find it hard to develop a satisfactory program 
of teaching social and economic medicine.” 

As for outlines and specific methodology, 
it would be well to agree with Goldmann that 
it would be presumptuous to dictate, at least 
at this time. Surely better ends would be 
served if each teaching institution would de- 
velop in its own way the means by which 
we shall come to teach the newer public 
health. 
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EN FIN 


In order to teach the newer public health, 
we must remember that too many times those 
of us who propose changes in medical educa- 
tion are yielding to an urge to be unique 
and thus, hopefully, to be progressive. More- 
over, those of us who are guilty must never 
forget that by doing something differently 
we do not necessarily do it any better. 


If indeed we wish to be different we might 
well turn our attention from teaching by the 
faculty to a concept of learning by the stu- 
dent, so that the student will come to know 
that the important features both personal and 
impersonal of medical practice in community 
service cannot be taught; they have to be 
learned. 


And finally, to teach the newer public 
health it is necessary that there be an all- 
around understanding that the major defects 
in medical practice, not only among recent 
graduates but among those who are well es- 
tablished as our leaders today, will not be 
wholly corrected through an appreciation of 
this newer concept. Thus, this teaching of 
the newer public health will not make up for 
existing deficiencies in bedside care, clinical 
facilities, time for study and practice, or a 
lack of dedication to the ideals of medicine. 
Taking thought for the morrow, however, 
our teaching of the newer public health 
should be so planned as to afford the medical 
student of today and thus the practitioner of 
tomorrow the assurance of the guiding stars 
in their courses. 
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DISCUSSION (Abstract) 


Dr. George A. Denison, Birmingham, Ala.—There 
will, of necessity, always be newer public health 
concepts. The difficulty lies in their practical applica- 
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tion. There is much delay. At the 1946 Conference of 
Professors of Preventive Medicine held in Ann Arbor, 
it was readily admitted that courses in preventive 
medicine were the most unpopular in medical schools, 
with the possible exception of embryology. At the 
Conference in Colorado Springs last fall the need for 
a department of preventive medicine was questioned 
by some. The argument ended by an assertion, “Why 
kill Santa Claus?” 

If the medical profession is to meet the challenge, 
changes in our jealously guarded, personal patient- 
physician relationships must be made to include en- 
vironment, and, it would seem that an understanding 
of human ecology may become almost as important 
to the physician as his knowledge of medicine. As a 
student, the future physician can learn much from 
books if given the opportunity in premedical instruc- 
tion. But he will not carry, much less apply, that 
knowledge in everyday practice unless, as in clinical 
medicine, he learns how it is done from work with 
patients. I believe the need for this is fully appreci- 
ated by those who teach preventive medicine and, un- 
questionably, teachers of medicine, surgery and the 
specialties are becoming more aware of the problem. 

Methods of teaching human ecology, environmental 
medicine, comprehensive medicine, or human relation- 
ships in the practice of medicine, by whatever name 
called, vary greatly in medical schools and it is per- 
raps well that no pattern can be set until more “know 
how” is developed. 

It is unfortunate that all medical students cannot 
have the opportunity of spending one summer work- 
ing in a health department. In our experience there 
is no better way for them to obtain a “worm’s-eye 
view” of environmental medicine, of community prob- 
lems, the resistance of people to accepted preventive 
practices, and the many different ways in which total 
community resources may be put to work. They learn, 
too, that public health is not competitive with private 
practice, an idea which is a bugaboo with many 
practitioners. 


Both as health officer and professor of preventive 
medicine and public health in a medical college, I can 
say with conviction that such a combination of po- 
sitions should not exist. Fortunately, there are few 
left. We have needed, and have now obtained, an 
associate professor, an internist who has had good 
basic training and experience in public health, a per- 
son who can meet the clinician and student on ward 
rounds and in the out-patient department and can 
carry to both the newer public health concepts by 
applying them to patients. 

I would not minimize the teaching responsibility 
of the health officer. He has an eye for things that 
are practical and he controls facilities that should be 
made fully available for teaching; but he should be 
the associate. 


In emphasizing the popular demand for security (in- 
cluding medical security), the trend toward a welfare 
state, collective security rather than rugged individual 
ism, Dr. Kemp aptly said, “We cannot shut our eyes 
and hope it will go away.” If organized medicine is to 
exert its wholesome influence in an orderly develop- 
ment of society, physicians who are to be men of 
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prestige must have good knowledge of what has been 
referred to as “public” changes. 

If we think we have troubles now, we should en- 
deavor to look ahead. There is no reason to believe 
that life expectancy will remain pegged at 68 years. 
Should it suddenly be increased 15 to 20 years by the 
development of ways to prevent or cure arteriosclerosis, 
we might find that people drawing social security 
checks outnumber those who pay into the fund. 


Dr. Harry E. Handley, New York, N. Y.—As Dr. 
Kemp said, the new is not necessarily worth while. 
We should try, in any proposed change, to look for a 
method of evaluating the results of the change, a con- 
trol, by which we can compare the results of differences 
in methods. 


Dr. Kemp (closing)—In mentioning those who 
criticize the teaching of sociology in medicine I was 
directing my remarks toward those who want the 
same thing we are doing: to study patients as persons 
within their own kind of environment. Many teachers 
do not wish to see the precious time of the curriculum 
crowded by “Sociology 64, or 164.” I am inclined to 
agree. Indeed, I would rather see medical students 
come to us with some little notion, or better still, a 
good idea of the anatomy and pathology of our social 
structure. If they could come to us from the pre- 
medical college fairly well equipped in that field, we 
could build profitably upon that foundation. 

But more than anything else, what we need in teach- 
ing public health is a clinical outlet. The trouble is 
there is as yet no budget, school or state, to provide 
for in-service experience during summer months, for 
example, when the medical student could “earn and 
learn,” for most students must “earn,” too. Such an 
arrangement would be the most effective way of giving 
undergraduates an appreciation of public health, the 
one thing needful at this time. 


PREVENTIVE PSYCHIATRY: ITS AP- 
PLICATION TO GENERAL PRACTICE 
AND BY HEALTH AGENCIES* 


By Pau V. Lemkau, M.D. 
Baltimore, Maryland 


The concept of preventive medicine in re- 
lation to the psychiatric diseases is not a new 
one in terms of idea, but our generation is 
conceited enough to think that it has ar- 
rived only in our time at a level of clarity 
that allows it to be called a scientific theory. 
It is only fair, I suppose, to point out that 
this is a conceit that is not unique for our 
times; Hippocrates and the generations of 
his successors also had it. Nevertheless, real 


*Read in Section on Public Health, Southern Medical As- 
sociation, Forty-Seventh Annual Meeting, Atlanta, Georgia, 
October 26-29, 1953. 
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advances have been made, not only in theory, 
but in proof of it. It is proposed to examine 
some of the theory and data and see where 
it leads in terms of practical application by 
the physician and health agency. 

One of the most serious impediments to 
clarity of thinking about the prevention of 
the mental illnesses is found in the words, 
mental disease, the singular form. This is 
not a mere matter of terminology for some- 
thing everybody really understands, but is, 
rather, a yielding to the temptation to make 
something look like a unit whereas it is actu- 
ally made up of a great many different things. 
One may be justified in referring to apples 
and pears as fruit, but one is rarely if ever 
justified in speaking of such radically dif- 
ferent entities as mild neurotic reaction and 
arteriosclerotic delirium as mental disease. 
It is necessary in psychiatry, as in the rest of 
medicine, to make etiological classifications, 
not lumping diverse disease processes under 
a single head as though the basket contained 
items that were in some respect similar. Actu- 
ally the only uniform characteristic of the 
various mental illnesses is that they engender 
behavior that is intolerable either to the per- 
son affected or to those around him. This is 
hardly enough to continue to allow the use 
of the term, mental disease, to go unchal- 
lenged. At the very least the words used 
should continuously call to mind the diversity 
of the diseases concerned; if a generic term 
is needed let it be in the plural at least: 
mental diseases. 


Specificity in the field of infectious disease 
is exquisitely exact; no one expects to im- 
munize against measles with the vaccination 
for smallpox. Yet we frequently attack the 
problem of the prevention of the mental 
diseases as though some sort of shotgun pre- 
scription would help for all of them. There 
is a certain justification of this as will be 
discussed later, but too easy acceptance of it 
as inevitable vitiates scientific thinking about 
the prevention of the mental diseases, and 
tends to conceal certain areas where very 
exact work can be done because the etiology 
and its relation to symptoms are entirely 
clear. 


This is the case, for example, in all mental 
illnesses in which symptoms appear only 
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when the brain is damaged by infection, 
toxins, trauma, nutritional deprivation or any 
other cause. It is in this area that preventive 
psychiatry has made its recognized advances, 
participating fully in the general advance 
medicine has made, as the pathology and 
physiology of these various types of illnesses 
have become known since the middle of the 
nineteenth century. As for infections, paresis 
is much less common than it used to be be- 
fore good treatment for syphilis was avail- 
able. No one will argue that delirium is as 
frequently observed in young persons now 
as it was a few generations ago when typhoid, 
lobar pneumonia, diphtheria, smallpox and 
a variety of other toxin producing diseases 
interfered with brain function and gave rise 
to distortions of normal behavior. Progress 
in the prevention of brain injury has been 
made. The rate at which auto accidents 
occur, for example, has fallen over the last 
20 years, though the number of accidents has 
greatly increased because the number of cars 
on the roads has increased tremendously. 
Gains have been made through the use of 
the hard hat in the building and ship-build- 
ing industries. 


Psychoses due to pellagra still occur oc- 
casionally, but are much less common than 
before the development of nutrition as a 
scientific discipline.. To be sure we have 
made little if any progress in delaying the 
onset of arteriosclerosis and senile brain 
changes, and progress in controlling behavior 
disorders due to tumors leaves something to 
be desired. Yet failure to prevent these types 
of brain damage should not be allowed to 
overshadow the great advances that have 
been made in the prevention of other specific 
types of mental illnesses. In many cases we 
know exactly what preventive efforts to make 
and there are methods available to attack at 
least some of the remaining unsolved prob- 
lems of protecting the brain from damage. 
In general, it is this whole sphere of preven- 
tion of mental illnesses that is overlooked 
when critics say, “Nothing has been accom- 
plished and mental hygiene is nothing but 
a lot of words.” 


These critics are referring to another great 


category of the mental diseases, those in 
which brain structure appears to be intact, 
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but which nevertheless show grave behavior 
disorder: a structurally normal brain does 
not work properly. There is no question 
that this disordered function is the result of 
physiological processes gone awry; innumer- 
able studies, many of them very crude in the 
light of modern biochemical research, demon- 
strate not only disordered physiological func- 
tion in patients with these types of mental 
illnesses, but also the vexing fact that the 
changes are evanescent and delicate and will 
require the most exquisite technics to pin 
them down into patterns that can be under- 
stood. When they are better understood, 
psychiatry will be able to use physiological 
methods of treatment much more effectively 
than is possible now when much of our drug 
and operative treatment is empiric. 

The fundamental question is not whether 
there are physiological changes that account 
for the symptoms of the mental illnesses that 
occur in the absence of brain damage; the 
real question is, what causes the physiolog- 
ical change? There are probably diseases in 
which the physiological change constitutes 
the primary etiological factor; some of the 
work on the abnormal metabolism resulting 
in the excretion of the porphyrins, for ex- 
ample, leads to this as a possible conclusion.” 


Perhaps the greatest distinguishing feature 
of modern psychiatry from the older think- 
ing in the field, however, is the concept that 
the primary etiological factor of many of the 
illnesses of this group of mental diseases is 
unresolved conflict within the personality of 
the individual concerned. Emotion is known 
to have physiological correlates that resemble 
the symptoms of many of the neuroses and 
it is believed that long lasting emotional con- 
flict can and does establish chronic physiolog- 
ical dysfunctions which furnish psychiatric 
symptoms. May I repeat again, the question 
is not: “Are there physiological changes in 
psychogenic mental illnesses?” There are. The 
real issue, however, is that these changes are 
due to conflicts in the personality and that 
the physiological changes are secondary, not 
primary, in etiology. These are basic and 
fundamental arguments in the structure of 
modern psychiatric thought. To many of 
you they are familiar and completely ac- 
cepted; to these I apologize for this sopho- 
moric detailing of them. I know they are not 


May 1954 


new, but I believe them to be of such signif- 
icance that I put them in even at the risk of 
being boring. 

What are the sources of emotional conflict, 
and the mechanisms by which it produces 
psychiatric symptoms? There appear to be 
two fundamental causative complexes here 
which are closely interrelated. The first con- 
cerns the question: what tools has the in- 
dividual to deal with conflict? The second, 
what conflicts produce illnesses? 


The development of tools with which to 
solve the problems of living, and living in- 
evitably involves conflicts, leads at once into 
the field of the development of personality 
and of infant and child care. The researches 
of Spitz,® Goldfarb, Bowlby® and others have 
been collected very effectively by Bowlby in 
“Maternal Care and Mental Health” and 
published by the World Health Organiza- 
tion. This work indicates, and with increas- 
ingly sound statistical evidence in its sup- 
port, that children deprived of maternal care 
fail to develop properly. If this deprivation 
is very severe and very early, the resultant per- 
sonality is extremely damaged, intelligence 
being very low and the ability to relate to oth- 
er human beings being almost entirely un- 
developed, leading to peculiar behavior no 
one fails to spot as extremely abnormal. Less 
extreme deprivation is, of course, more dif- 
ficult to evaluate in its results, but there 
are indications that this is directly related 
to the syndrome of psychopathic personality. 
The child has been deprived of a certain ex- 
perience necessary for its proper maturation 
at a critical period, and it appears that when 
this opportunity is missed the child may 
never be able to mature in that area; the door 
is closed, the appointed time is past and the 
child is deprived of the tools he needs to 
solve the problems of living that will face 
him. Without the proper tools, he is, prob- 
ably, less able to solve conflicts and will more 
easily fall into one of the psychogenic mental 
illnesses. 


The second question is: “What conflict sit- 
uations are important in the production of 
psychiatric symptoms?” Life is “so full of a 
number of things” as the nursery rhyme puts 
it, that no single one operates independently 
of all others and no one is of such outstand- 
ing importance as a factor in this area that 
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it invariably gives trouble. Because of this 
multiplication of factors of varying impor- 
tance, research in this area does not approach 
the clear-cut conclusions derived from the 
extreme deprivation referred to above. I have 
said elsewhere, when discouraged, that the 
only statistical machine capable of handling 
and weighing all the factors involved is the 
human brain, subject as it is to errors in- 
herent in subjective judgments and _ preju- 
dices. This means that clinical experience 
must be depended upon to spot the conflict 
areas. It accounts for the fact that at one 
moment mental hygienists will stress, say, 
breast feeding, as very important for the 
mental health of the child, only to have a 
research show that no detectable personality 
damage results when children are fed en- 
tirely by the cup. Or we in mental hygiene 
may talk a great deal about the importance 
of toilet training for a while, later changing 
perhaps to greater emphasis on feeding prob- 
lems as important areas that can leave con- 
flicts to haunt the future of the personality. 
These shifts of emphasis are frequently very 
disturbing to the rest of the medical pro- 
fession and to the laiety. They are the result 
of the inefficient working of clinical research 
which must be based on subjective impres- 
sions rather than statistical or laboratory- 
proved experiments. As Meyer? put it, the 
mental hygienist must deal with the experi- 
ment of nature, and interpret it; he is not 
able to set up his reactions to test them in 
laboratory situations, nor for much of his 
work is animal investigation helpful. 


In spite of the difficulties, however, there 
are areas known to produce lacunae of con- 
flict which can be activated by later life ex- 
perience and result in illness. Some of these 
are subject to change through educational 
methods and we believe that the proper as- 
similation of experience into the personality 
structure will result in healthier and _ less 
conflict-ridden and more mature adults. The 
psychiatrist must help his patient adjust to 
these past experiences through therapy. It 
is the mental hygienist’s aim to see to it that 
experiences are integrated into personality 
structure as they occur, so that future break- 
down and necessity for therapy will be 
minimal.§ 


In the discussion of the mental hygiene 
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aspect of protecting the brain from injury, 
you undoubtedly detected a flaw in the 
logic. Brain damage was treated as though 
it were always completely accidental. Paresis 
was treated only as the result of syphilis, as 
though the causative complex ended at that 
step. Automobile accidents as a cause of brain 
damage were discussed as though they, too, 
were entirely unpredictable. Brain destruc- 
tion due to excessive drinking is really self- 
induced; syphilis is rarely “innocently” ac- 
quired; and brain damage results from auto- 
mobile accidents more commonly when the 
driver has decided to drive above the speed 
limit. The behavior that leads to this sort 
of brain damage falls into the area of psycho- 
genically caused activity, so that the ulti- 
mate etiology of the brain damage is seen 
to be the excessive drinking, the ill-advised 
sexual contact or the driving at excessive 
speeds. 

This completes my attempt to present a 
very brief and compact statement of the 
structure of thinking that lies behind the 
ideal of the prevention of psychiatric illnesses. 
There remains the question of what is to be 
done about it, what can the general practi- 
tioner and the health agency do about it? 

So far as the prevention of brain damage 
is concerned, much is already being done 
and the path is a familiar one. Syphilis must 
be diagnosed and cured to prevent paresis. 
Meningitides must be diagnosed and treated 
promptly in order to protect the brain cortex 
from damage; there is a little evidence that 
the ease of cure of this disease is perhaps 
leading to disdain for it with a resulting 
slight rise in death rate. Deaths from this 
disease usually are extreme examples of 
brain damage, structural and functional, and 
an increase in partial deaths of brain tissue 
leaves larger numbers of people with post- 
meningitic behavior disorders that prompt 
treatment could avoid. Examples may be 
drawn from our earlier discussion of the 
general causes of brain damage and need 
not be further elaborated. 

The preventive technics for the psycho- 
genic types of illness are equally important 
but probably not so well known or appreci- 
ated, and physicians are, generally speaking, 
must less confident in their application. The 
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last great period of advance in medicine was 
based on a mechanistic philosophy in which 
structural cause and symptomatic effects were 
directly and inseparately related; it is dif 
ficult now for us to move on into the diffi- 
cult, long term, much looser, cause and effect 
relationships that seem to be characteristic 
not only of psychogenic psychiatric illness, 
but of many other of the more chronic ill- 
nesses as well. The time between the cause 
or causes and the symptoms is long. Rela- 
tionships are multifactorial and difficult to 
evaluate. This constitutes a new frontier of 
medicine in my estimation, and like all fron- 
tiers, we cannot now know what lies beyond 
it in medical philosophy. But it is a frontier 
we must cross as resolutely as Pasteur crossed 
the medical frontier of his day. 


The source of information in this area is 
the patient as a remembering, talking in- 
dividual, not simply as a chemical plant, the 
product of which may be tested to see how 
the plant is operating. To work with the 
patient at the level necessary in the long 
term relationships inherent in slow develop- 
ing diseases will require technics that will 
allow us to work with the patient’s memories. 
This, of course, means that we shall have to 
learn to deal with him in such a way that 
the medically important memories are avail- 
able to the patient. For the specialist in 
psychiatry learning to do this is his life work, 
since he must frequently deal with deeply 
suppressed or repressed material. The prac- 
ticing physician, however, will deal with cases 
earlier, when the material necessary for the 
resolution of conflict will, to some extent at 
least, be more easily available. The dealing 
with material of human conflict, however, 
always demands the best of technical skill in 
communication that can be mustered. One 
way the general practitioner can improve 
his mental hygiene work is to put time and 
effort into the task of learning to know his 
patients thoroughly so that he is free to hear, 
and they are free to tell, personal experience 
and feelings important to their emotional 
balance. 


So far as child care is concerned, the aim 
will be to preserve and to foster in every way 
possible the appreciative relationship be- 
tween parent and child so that the child’s 
development will be in the direction of 
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greater maturity. This will require a knowl- 
edge of child development in our culture so 
that parents can be prepared to appreciate 
the significance of such bothersome episodes 
as the period of negativism, temper tantrums 
and food refusal as evidences of growth and 
development of personality and not exclusive- 
ly as maddening aggravations or, worse, as 
evidences of badness on the part of the child. 
When physicians become interested in and 
comfortable in dealing with these data, in- 
cluding the experiences of sexual develop- 
ment and experimentation, I am quite cer- 
tain that the present fall-off of well child 
care after the age of one or two will change 
because parents will find greater help with 
the problems of living comfortably and 
healthily with their children. I suspect also 
that as competence is achieved in dealing 
with the child-parent relations at this early 
age, the problems of adolescence will tend to 
come before the physician rather than ex- 
clusively before school counsellors as is the 
case at the present time. 


The health agency attempting to work in 
the field of mental hygiene is somewhat 
hampered by the fact that it must deal with 
fairly intimate personal facts of family liv- 
ing with educative technics that must be ap- 
plied to large numbers of people to be ef- 
fective. Some progress has been made in 
getting personal data of medical importance 
out of hiding and available for discussion; 
particularly has this been true of the facts 
of sex behavior and, more particularly, in 
the discussion of venereal disease publicly. 
Here again developmental data appear par- 
ticularly suitable for public education since 
the discussion can rest on a suitable basis of 
fact, each member of the public making what 
emotional application of these facts may be 
suitable for him. In actuality, mental hygiene 
work with the public usually is arranged so 
that free group discussion is possible. In this 
setting, the health agency can feel more 
secure that misuse of information will not 
be the result of its educative efforts. 

A very great deal has been left out of this 
paper. Nothing has been said of the physi- 
cian’s opportunity to help those with psycho- 
somatic affections, or of help for alcoholics, 
persons with mild depressions, and many 
other opportunities. Nothing has been said 
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of the educative health agency’s responsibility 
to call the attention of the public to the care 
of mentally ill people, in and out of hos- 
pital. Nothing has been said of industrial 
mental hygiene, or marital counseling. 

We have, however, discussed the back- 
ground of preventive mental hygiene in pro- 
tecting the brain from damage, in furnish- 
ing proper experiences necessary for the 
growth of the personality and in seeing to it 
that the personality develops with a min- 
imum of persistent and unrecognized con- 
flict which can give rise to the symptoms of 
mental illness. The physician’s opportunity 
to deal with the data of personality develop- 
ment and emotional conflict have been 
pointed out, as has been the health agency's 
responsibility for public education in_ this 
important field. 


While the lack of final knowledge has 
been stressed, I should like also to stress that 
the future development of preventive medi- 
cine generally, not only of psychiatry, will 
probably depend upon the technical ability 
for dealing constructively with human mem- 
ory and the data that can be released by the 
patients for use. 
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DISCUSSION (Abstract) 


Dr. J. W. R. Norton, Raleigh, N. C.—All of us are 
conscious of the long term problem of dealing with 
mental cases. If a finger could be placed on some of 
the early characteristics that lead to psychopathic per- 
sonalities, it would be helpful. I have wondered what 
kind of persecution complex someone had who rec- 
ommended spinach and castor oil. 


Dr. Carl A. Whitaker, Atlanta, Ga.—I1 agree that 
psychiatry is about where physiology was in 1900 and 
has only a limited validity. 
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Dr. Lemkau uses the term conflict, and I should 
like to note that this means merely the simultaneous 
existence of two opposing ideas, whether it is the 
stress resulting from the fact that my wife and I want 
to go different places on the same evening, or from the 
conflict within me as to whether I should paddle my 
disobedient son or endure my resentment once more. 
Through practical application of mental hygiene prin- 
ciples, by the health department and by the general 
practitioner, we physicians can better our influence in 
our community and we can be yet more effective if we 
can stimulate non-medical persons to increased effort 
in the realm of counseling and the various efforts at 
group work and citizen togetherness. This includes not 
only Alcoholics Anonymous and the local Mental Hy- 
giene Association, but the visiting teachers, ministers, 
public health nurses and even some of the “do- 
gooders.” I have become increasingly convinced that 
our old contention that mental hygiene workers do 
great harm by getting in “too deep” was an error. 


We human beings are experts at avoiding those 
human relationships which are non-constructive. Some 
physicians still doubt that an infant who is short of 
emotional nutrition is as specifically damaged as an 
infant who has a shortage of thyroid, yet I believe time 
will prove this to be true. ‘To me, the infant's depriva- 
tion does not lie in the act of feeding or the act of 
toilet training discipline, but in the amount of real 
love that the mother and father can give to the child. 
I should like to let you in on a secret about this. 
The prevention of mental illness may well rest in the 
fact that the amount of love the parents can give the 
child is quantitatively equal to the amount of love 
they have developed for each other. It is not the 
parent-child love which is sick; it, like physiological 
changes mentioned, is secondary. ‘The parent-love is 
sick and the parent-child love is inadequate because it 
becomes entangled in the struggle between the parents. 
Thus, if Mother loves Father and Father loves Mother, 
Sonny has a head start towards mental health. 


May I end with the story of the elderly lady who 
sent her $l-year-old unmarried son, who had always 
lived at home with his mother, to the psychiatrist 
for an examination. He came back to report that 
the psychiatrist had said he had an Oedipus complex. 
The mother’s summation of life was, “Who cares, 
Oedipus, Pedipus, as long as he loves his mother.” 


Dr. Guy V. Rice, Atlanta, Ga.—Those of us in public 
health who have been looking for factors that produce 
mental illness, something that we can attack in a 
direct way, may find this in Dr. Lemkau’s discussion. 

Just as, for instance, when we found that the mos- 
quito transmitted malaria and we attacked this factor 
in a positive way, Dr. Lemkau has told us the factor 
in the production of mental illness that we may 
attack. This factor is the infant’s not having the care 
of a mother or permanent mother substitute during 
the early years of life. 

Relating this to early discussion of the health de- 
partment as a diagnostician in the community and the 
use of the community health center, the health depart- 
ment could assist the community in surveying itself 
to find out how many children have not the care of 
a mother during this period and if they have not, why 
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they have not. They will find out any number of 
factors, for instance: illegitimacy and broken homes 
and working mothers. Industry might be interested in 
setting up nurseries so that mothers could see their 
children and the child could know it could see its 
mother. We could take a public health approach. 


We could approach the problem of delinquency from 
that standpoint. 


Dr. William Kiser, Atlanta, Ga—The_ well-baby 
clinic which is under the auspices of public health 
could be an important instrument of preventive psy- 
chiatry. Here the physician can become acquainted 
with the mother and discover those couples who have 
an unsatisfactory marriage. For example, colic, feeding 
problems, iron deficiency anemia, and sleep disturb- 
ance are complaints which I have found to be associ- 
ated with a family problem. Recognition of this family 
problem opens up the opportunity to bring help to 
these couples early in their married life. This is an 
important step in promoting the mental health of 
the child. 


Dr. Helen Bellhouse, Atlanta, Ga.—Dr. Rice pointed 
out the necessity of first “diagnosing the community.” 


He mentioned mothers in industry, and he mentioned 
nursery schools and home day care projects, which are 
not the delegated responsibility of the health depart- 
ment but are a part of the community health problem. 
He speaks representing mental health in public health. 
I speak for maternal and child health in organized 
public health. Dr. Kiser speaks for private physicians. 
We are all potential members of the big group who 
could conceivably work on this project when the 
diagnosis is made. 


It was interesting to hear, in another section, the 
history of the illness of a patient, a 14-year-old child, 
which could be traced back 40 years to the childhoods 
of the father and mother. 


There the whole child was considered as a patient. 
Here the whole community has been so considered. 


Dr. George F. Reeves, Rockingham, N. C.—It is com- 
ing again to the stage of which is first, the hen or the 
egg. Where must we start, 40 years ago or now? 

We health officers try to integrate all of the things 
that have been mentioned into our maternal and 
child health programs. We have in-service training 
for our nurses and personnel. We try to point out a 
happy way of life by trying to convince the mother 
that she wants her baby and that it would be a better 
individual if she would take a little more interest 
in it, and do less joggling on her knees. 


Often the baby comes in crying. We try to examine 
it while the mother has knees going up and down. 
No wonder the baby is frightened and resents the 
physician. 

We can comb these things out if we are intelligent. 
This is an example of what health officers can do in 
mental health. 


But we are in dire need of help for our in-service 
training. 


Dr. Lemkau (closing)—Some very important ques- 
tions have been brought up by the discussants. The 
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first one that I should like to talk about is whether 
or not it is wise to “direct” behavior, or, to use the 
idea expressed by Dr. Reeves, to “convince” the 
mother. I am one of those who believe that there 
is a certain transfer from the exercise of forms of be- 
havior to emotional attitudes which justify that be- 
havior. Occasionally it is possible to get the desired 
emotional reaction by getting the behavior first. This 
borrows somebody else’s understanding of the situ- 
ation and may have certain advantages in changing 
attitudes. 


As has been indicated by Dr. Whitaker and others, 
the attitude of the parent toward the child is very 
frequently dependent on the attitude of the mother 
toward the father; dependent upon the relation be- 
tween the parents. 


When one sees children in the usual, too-frequently 
insensitive well-baby clinic, there are commonly no 
spontaneous behavior complaints. If once given a 
chance to talk about the behavior of the children, the 
parents will talk about things then which can be 
interpreted as complaints, but these do not come spon- 
taneously in most clinics. If, in attempting to relieve 
these complaints, one tries to redirect the mother's 
behavior toward the child, no accusation of the mother 
is made that her behavior beforehand, her attitudes, 
were bad. One does not start out with a defensive 
reaction on the part of the mother against any changes, 
a reaction that arises easily if an accusation is made. 
If anybody tells you you are wrong, your immediate 
reaction is to say, “I am right.” 


Occasionally, in dealing with child-parent relation- 
ship problems one can say the behavior that the par- 
ent is showing or the attitudes which are apparent are 
not good for promoting satisfactory behavior in the 
child. The child is not reacting well. Then the mother 
is able to change her behavior and even her attitude 
after a little while, not because she has been accused 
of being wrong but because the child does not react 
well to her present behavior and feeling. In other 
words, in the relationship in well-baby clinics, one 
can talk about serious attitude deficiencies, emo- 
tional blocks in the mother, not as criticisms of the 
mother, but because the child reacts badly. The idea 
is that in this case the child is treated as a symptom 
of a family disorder and the aim of the treating person 
is to adjust the symptoms of the child. Actually, he 
does this through the mother by varying her attitude 
and can do it in this setting without ever complain- 
ing that the mother’s attitude is wrong. He can 
complain that the child’s reactions do not seem to 
be satisfactory. This behavior of the mother might 
be changed and the mother seems to learn the attitudes 
that underlie the changes in behavior, provided this 
is done in a reassurring way by persons who are 
friendly while doing it. 

Dr. Rice’s point is well taken that the problem of 
maternal deprivation is one immediately at hand that 
can be attacked and on which action can be based 
without danger of unhappy results. 


In this connection, I saw a beautiful example in 
Yugoslavia of well run nursery schools and badly run 
schools and day care centers. I saw a terrible school 
there. I saw children bouncing in their cribs, weaving 
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back and forth on their feet making the kind of sense- 
less random gestures that neglected babies make. 


I saw 15 two-year-olds sitting on pots in the yard. 
I watched them for 15 minutes and not a single one 
got up. They were put on the pot for 15 minutes 
after every meal and there they stayed. The horrible 
part was that they were so apathetic that they did 
stay. I am sure that all of us agree that any two- 
year-old who can be put on a pot and kept there 15 
minutes is a sick child. I walked in, a foreigner, in 
foreign clothes, with a camera over my shoulder. Not 
a child ran up and asked me about the camera, or 
seemed to notice that I spoke in a tongue he could 
not understand. This was not the case in the well-run 
schools. This school was run by a very cold person, 
and there were terrible scraps within the staff. It 
was not hard to see how complete the deprivation of 
this group of children was. 

I was in another school where the people were 
warm, where the staff had its aims clear and worked 
together comfortably, happily. Here, by the time I 
left the place, I had a child in each arm and one 
on each finger. Even though they were in an insti- 
tution, they had retained their appetite for affection, 
for love, for human relationships. I do not think I 
have ever had the opportunity or ever again will have 
the opportunity to see such a beautiful example of 
what maternal deprivation can do to children. 


A METHOD OF PERITONEAL LAVAGE* 
REPORT OF THREE CASES 


By ARTHUR V. WILLIAMS, JR., M.D. 
Roy A. Howe tt, M.D. 
and 
N. B. Baroopy, M.D. 
Charleston, South Carolina 


A few of the components of uremia are: 

(1) Acidosis 

(2) Retention of toxic metabolites 

(3) Hyperkalemia 

(4) Water retention 

(5) Calcium-phosphorus imbalance 

In anuria retention of toxic metabolites 
(such as phenols) and hyperkalemia are in- 
evitable. 


Acidosis, caused in part by retention of 
sulfates, phosphates and organic acids de- 
rived from tissue breakdown and dietary 
proteins! is delayed by a high caloric low 
protein diet.? 


*Read in Section on Medicine, Southern Medical Association, 
Forty-Seventh Annual Meeting, 
26-29, 1953. 


*From the Department of Medicine, Medical College of 
South Carolina, Charleston, South Carolina, 


Atlanta, Georgia, October 


WILLIAMS ET AL.: PERITONEAL LAVAGE 


505 


With anuria water retention with conse- 
quent pulmonary edema is a usual complica- 
tion. Those familiar with the treatment of 
anuria usually restrict fluid intake to 1000 
cc. a day to replace insensible water loss, plus 
enough fluid to replace that lost in urine and 
in feces.1 We restrict fluids to 500 cc. daily, 
believing that dietary water furnishes enough 
additional fluid to cover the patient’s needs. 


Calcium-phosphorus imbalance is amelior- 
ated by the administration of calcium orally 
or parenterally and the use of aluminum 
hydroxide gel which forms insoluble phos- 
phate compounds preventing their absorp- 
tion from the gut. 


Once these components of uremia are pres- 
ent, none of the commoner therapeutic 
methods is adequate and we must resort to 
unusual clinical tools. 


The artificial kidney is efficient® but be- 
cause of expense and personnel involved it 
is not yet generally available. Gastric and 
small bowel lavage? will remove urea, potas- 
sium and phenols but with it control of water 
and electrolytes is difficult. 


Use of the peritoneum as a dialyzing mem- 
brane is theoretically sound but difficulty 
with control of water and electrolytes, pro- 
tein depletion and the possibility of perito- 
nitis has limited its use.* With new plastics 
to which there is little omental or peritoneal 
reaction and with improvement of dialyzing 
solutions, we felt that the method is justified. 


Grollman* has pointed out that survival 
time of nephrectomized dogs is longer with 
intermittent peritoneal lavage than with 
either continuous lavage or use of the arti- 
ficial kidney. We, therefore, feeling that this 
is a critical test, have attempted to devise a 
simplified method (Fig. 4) of intermittent 
peritoneal dialysis available for use in the 
average hospital. 


Method.—A polythene catheter 18 inches 
long is prepared by cutting multiple perfora- 
tions with an 18-gauge needle in that portion 
inserted in the abdominal cavity. Insertion is 
through a paracentesis trochar in the mid- 
line midway between the umbilicus and the 
pubic symphysis. The trochar is then with- 
drawn. The catheter is connected to a 2-liter 
Fenwall flask of dialyzing solution elevated 
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on a fluid stand at the bedside. The solution 
is allowed to enter the peritoneal cavity rap- 
idly. After one to two hours the fluid is 
drained into a bedside bottle. Drainage with 
a Steadman pump proves most satisfactory. 
(The number of liters administered in 24 
hours depended upon drainage time and the 
availability of an intern to set up a fresh 
bottle. It has varied between 4 and 14 liters.) 

The dialyzing fluid used, as suggested by 
Grollman, consisted of sodium chloride 5.77, 
magnesium chloride 0.05, potassium chlor- 
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ide 0.2, and sodium bicarbonate 3 grams per 
liter. These electrolytes were originally made 
up in 2 per cent glucose. Later solutions of 
2.5 to 3.5 per cent glucose were used. This 
was done in order always to recover at least 
as much fluid from the peritoneal cavity as 
was instilled. 
CASE REPORTS 

Case 1.—(Roper Hospital Case No. 84058). A 38- 
year-old Negress was admitted to the Roper Hospital 
Medical Service on September 27, 1952 with the chief 
complaint of generalized swelling and shortness of 
breath for a month. Past history revealed that she had 
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rheumatic fever at the age of 17. In 1949 diabetes mel- 
litus was discovered and she had taken 20 units of 
protamine zinc insulin daily since that time. She de- 
nied syphilis. 

In February 1952 she noted the gradual onset of 
dyspnea, orthopnea and ankle edema which _pro- 
gressed despite digitalization. Though she had noted 
oliguria several days prior to admission, there was no 
other history of renal disease. 

Physical examination revealed a well nourished and 
developed Negress of the stated age demonstrating 
the classical picture of generalized anasarca. She was 
in moderate respiratory distress. The temperature was 
98.4° F., pulse 100, respiration 28, blood pressure 
220/65. The optic fundi revealed slight arterolar 
narrowing. 

The neck veins were distended and there was 
marked pitting edema from the upper thorax to the 
toes. The heart was enlarged to the left anterior 
axillary line; the sounds were somewhat distant; the 
rate was 100 per minute and the rhythm regular. A 
soft early diastolic murmur was heard at the aortic 
area and along the left sternal border. At the apex 
was a Grade II soft blowing systolic murmur pre- 
ceded by a short low-pitched presystolic rumble. Dull- 
ness, diminished breath sounds and medium to fine 
moist rales were heard over both lung bases. The 
abdomen was markedly protuberant, and the abdom- 
inal wall was very edematous. Shifting dullness and 
a fluid wave were easily demonstrated. The liver was 
8 cm. below the right costal margin in the midclavic- 
ular line. There was no costovertebral angle tender- 
ness. Neurologic examination was within normal 
limits. 


Admission blood counts were as follows: red blood 
cells 3,420,000; hemoglobin 10.5 grams per cent; white 
blood cells 16,600 per cu. mm., with 70 per cent seg- 
mented neutrophils, 7 per cent stabs, 17 per cent lym- 
phocytes and 6 per cent monocytes. The urine was 
dark brown: specific gravity, 1.013; albumin 3 plus; 
sugar trace; acetone negative; pus cells, 10-30 per high 
power field; red blood cells, 10-30 per high power 
field; occasional coarse granular casts. 


Blood for chemical analysis drawn on admission re- 
vealed a urea nitrogen of 58 mg. per cent; carbon di- 
oxide combining power 20.5 mEq./L.; whole blood 
chlorides, 146 mEq./L.; sodium, 148 mEq./L.; potas- 
sium, 7.2 mEq./L.; creatinine, 4-7 mg. per cent; blood 
sugar (fasting) 91 mg. per cent. 

The initial impression was that the patient had 
rheumatic heart disease with aortic insufficiency and 
mitral insufficiency and stenosis, severe heart failure 
with generalized anasarca, and diabetes mellitus. 
Pyelonephritis either acute or chronic with acute 
exacerbation was also thought to be present. Culture 
of the urine resulted in a pure growth of E. coli. 

The patient’s urinary output during this first 5 
days varied between 500 and 1200 cc. per day and 
there was no decrease in her weight or in the amount 
of edema. By the seventh hospital day marked oliguria 
had set in, and the total urinary output for the next 
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3 days was only 600 cc. Repeated chemical studies on 
the ninth hospital day revealed a urea nitrogen of 
63; the carbon dioxide combining power had fallen to 
15 mEq./L., and the serum potassium had risen to 
8.5 mEq./L. 

On the tenth hospital day intermittent peritoneal 
lavage was begun. During the next 24 hours a total 
of 14,000 cc. was instilled into the peritoneal space 
and a total of 14,400 cc. removed, plus an unde- 
termined amount which leaked from around the tube. 


At the end of this 24-hour period the patient was 
stronger and more alert, and there was noticeably less 
edema. Following this 6,000 to 12,000 cc. of fluid 
were instilled daily for a total of 15 days. Despite a 
urinary output which never exceeded 90 cc. per day, 
the blood urea nitrogen fell during this time from 
68 mg. to 47 mg. per cent and the serum potassium 
from 9.7 mEq./L. to 5.1 mEq./L. There was a con- 
sistent rise in the plasma carbon dioxide combining 
power from 14.5 to 29.5 mEq./L. 


The patient became more alert and less edematous. 
Her appetite returned and she was able to take a soft 
low protein diet. 

On the twenty-fifth hospital day, the clinical situa- 
tion appearing hopeless, lavage was discontinued. 
On the thirty-fifth day of hospitalization, 11 days after 
peritoneal lavage was discontinued, the blood urea 
nitrogen had risen to 94 mg. per cent and a peri- 
cardial friction rub appeared. The patient sank into 
a deep coma and died quietly on the thirty-ninth 
hospital day. For 33 consecutive days, the urinary 
output on any one day had not exceeded 500 cc. 


Case 2.—(Roper Hospital Case No. 67218). This 
31-year-old colored female, a known diabetic of 15 
years, was admitted to Roper Hospital because of 
purulent drainage from the right ear for a period of 
two weeks. Her chief complaint was pain and itching 
in the ear. She also complained of generalized anasarca 
of four months duration. 


Physical examination on admission revealed a well 
developed, generally cdematous, colored female, 
oriented, cooperative, and chronically ill. Tempera- 
ture was 97, pulse 100, respirations 24, blood pressure 
168/102. There was marked right pre-auricular swell- 
ing and tenderness with local heat and a_ thick 
whitish-yellow exudate draining from the external 
canal. The face was generally edematous with puffi- 
ness around the eyes and mouth. The pupils were 
normal. The eye grounds showed marked arteriolar 
narrowing with A-V_ nicking, whitish exudates and 
recent and old hemorrhages. Also present were focal 
vascular aneurysms. The lungs were clear and resonant 
to percussion and auscultation. The heart had sinus 
rhythm with point of maximal impulse at the fifth 
intercostal space, 2 cm. lateral to the mid-clavicular 
line. There was a Grade I mitral systolic murmur. 
The abdomen was slightly distended and tympanitic, 
but otherwise normal. 

The impression on admission was: (1) diabetes 
mellitus; (2) diabetic retinopathy; (3) diabetic neph- 
ropathy with anasarca and uremia and anemia; (4) 
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acute suppurative otitis externa with pre-auricular 
cellulitis. 

Laboratory Studies —Admission blood count revealed 
1.5 million red blood cells, 12,800 white blood cells 
and a differential count of 90 per cent polymorpho- 
nuclears and 10 per cent lymphocytes. The urine was 
clear and yellow with specific gravity 1.008, acid re- 
action, 3 plus albumin and no sugar or acetone. It also 
contained 30 white blood cells per high power field, 2 
plus epithelial casts and 3 plus coarse granular casts, 
fine granular casts and blood casts. Admission blood 
sugar was 111 mg. per cent, carbon dioxide combining 
power 5 mEq./L., urea nitrogen 126 mg. per cent, 
blood chlorides 157 mEq./L., and total proteins 5.43 
grams per cent. Wassermann and Kline were negative. 
Sodium was 138 and potassium 3.8 mEq./L. 


CAL JOURNAL 


May 1954 


Hospital Course—Immediate therapy on admission 
was directed toward correcting marked uremia, aci- 
dosis, anemia and infection. She was given 2,000 cc. 
1/6 molar sodium lactate, 1,000 cc. 5 per cent glucose 
and normal saline (insulin added), and chloramphen- 
icol 1 gram daily. In addition she was transfused with 
500 cc. whole blood. Despite these measures she be- 
came more edematous, her uremia increased, and her 
urinary output never exceeded 700 cc. a day. Within 
the next seven days she became stuporous, then coma- 
tose. She had a positive Chvostek sign and convulsed 
frequently. On the eighth hospital day peritoneal 
lavage was begun. 

Four thousand cc. of lavage fluid was used on the 
first day, 6,000 the second and 12,000 the third. On 
the third day the patient was alert and oriented. 
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During the next nine days between 2,000 and 8,000 
cc. of lavage fluid were used. Urinary output aver- 
aged 290 cc. daily. At the end of the ninth day the 
catheter did not drain well and lavage was stopped. 
The patient’s condition again deteriorated and lavage 
was again started five days later, again with good 
clinical response. On the thirty-first day the patient's 
blood pressure fell to shock levels and death followed 
shortly thereafter. 

Postmortem examination showed markedly con- 
tracted kidneys, the right weighing 65 grams, the left 
60. There was dense hyalinization of the glomeruli 
and moderate arteriolar thickening and hyalinization. 
The lungs were clear. There was a scanty fibrinous 
exudate over the peritoneal surface. 


Case 3—The patient was a 25-year-old Negress 
whose last menstrual period was 2 months prior to 
admission. She was admitted with the chief complaint 
of profuse menstrual bleeding, nausea and vomiting. 

Physical examination revealed a normally nourished 
and developed Negress, febrile, critically ill. 

Temperature was 104.2,° pulse 115, respiration 38, 
blood pressure 120/78. The sclerae were markedly 
icteric. The neck veins were flat. The heart was 
normal. The lungs were clear. The liver edge was 
3 finger breadths below the right costal margin and 
not tender. Vaginal examination revealed a large 
cervix with dilated os containing several pieces of 
tissue. The uterus was twice normal size. 

The clinical impression was of septic incomplete 
abortion. 

Admission laboratory work showed the following: 
red blood cells 2,150,000, hemoglobin 7.5 grams per 
cent, white blood cells 43,000, lymphocytes 5 per cent, 
segmented neutrophils 95 per cent. There was one 
nucleated red cell per 100 cells. Urinalysis showed a 
specific gravity of 1.010, four plus albuminuria. The 
high power field was filled with red and white blood 
cells. Many hemoglobin casts were present. Serum 
sodium was normal. Potassium rose prior to dialysis to 
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6.9 mEq./L. but was otherwise normal. Urea on ad- 
mission was 45 mg. per cent, creatinine 4.8 mg. per 
cent. Reticulocyte count was 1.9 per cent, platelet 
count 171,000. Coomb’s test was negative. There was 
no sickling. Osmotic fragility was normal. Carbon 
dioxide combining power rose from 12 mEq./L. prior 
to dialysis to 29 a day after this was begun. 


The patient was treated with antibiotics and whole 
blood and by the eighth day temperature was normal. 
‘The patient remained anuric and output never ex- 
ceeded 88 cc. for any 24-hour period. 


On the tenth day blood urea was 375, creatinine 24. 
The patient was comatose, had diffuse mucous mem- 
brane bleeding and was convulsing. At this time 
peritoneal lavage was begun. 


By the third day of lavage the patient was mentally 
clear and was asymptomatic. She remained clinically 
asymptomatic until the nineteenth day of anuria 
when sudden death occurred. 


Lavage was continued for eight days. Between 12,000 
and 14,000 cc. of lavage fluid were used daily. 


Postmortem examination showed a classical lower 
nephron nephrosis. The lungs were clear. The heart 
was normal. There was no peritonitis. 


DISCUSSION 


The three patients presented showed 
marked clinical improvement until the lavage 
was discontinued in one instance and sud- 
den death occurred in two. No adequate im- 
mediate cause of death was found in the two 
on whom autopsies were performed. Death 
was not caused in any of the three instances 
by peritonitis. Postmortem examination of 
patient No. 2 revealed a very slight fibrinous 
exudate over the peritoneal surface. 

While dialysis was being used on the third 
patient we became aware that protein deple- 
tion was a critical problem. Protein loss on 
several specimens obtained during the course 
of the lavage varied from 100 to 300 mg. per 
cent. This is higher than has been reported 
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by most workers. More studies have been 
planned for the future to determine the cause 
of protein loss. 

Antibiotics, either intravenous terramycin® 
or intramuscular chloramphenicol, will min- 
imize peritonitis, so that although it may 
furnish an indication for discontinuation of 
the lavage it will not prove to be a contra- 
indication. Although urea is not removed in 
quantities comparable to those with cither 
continuous peritoneal lavage or the Kollff 
type of artificial kidney,> chemical and clin- 
ical improvement has been gratifying. In each 
instance acidosis was corrected and potassium 
lowered to normal. 

Hyperchloremia has not been a_ problem 
and serum sodium has remained within the 
normal limits. 


CONCLUSION 


A simple method of peritoneal lavage is 
presented. 

Three cases in which this method was used 
are presented and discussed. 

The mechanism of death in two cases is 
unexplained, but may be related to loss of 
protein in the lavage fluid. 

Intermittent peritoneal lavage remains a 
promising clinical procedure, but its use 
should be reserved until intense therapy with 
more conservative methods has failed. 
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DISCUSSION (Abstract) 


Dr. C. Warren Irvin, Columbia, 8. C.—Dr. Williams 
did not mention the use of resins, particularly resins 
to decrease potassium. 

Dr. Williams’ method of peritoneal lavage is cer- 
tainly a simple one, and yet quite ingenious. It is 
quite similar in many respects to that of LeGrain and 
Marrow, which was presented in the New England 
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Journal of Medicine in January ot this year. Instead 
of being an intermittent method, they called theirs a 
short-term, continuous method of peritoneal dialysis, 
and apparently it differs only in that they use two 
tubes, one for draining off the fluid as it comes in. 
They manage to drain off approximately | to 2 liters 
per hour of the dialyzing fluid, and they have carried 
it on for approximately 12 to 14 hours. They were 
able to remove as much as 50 milliequivalents of 
potassium in a period of approximately 10 hours. 

Perhaps the continuous method may be slightly 
more efficient, as they did not apparently find it nec- 
essary to use it any more often than every 8 or Y days. 

The most important use for any of these methods 
would apparently be in so-called acute uremia of the 
reversible type. Ihe most classical example, of course, 
is lower nephron nephrosis. 

Sometimes the hardest thing to do in medicine is 
to do nothing, and yet, frequently, that is the best 
thing to do. I think this “doing nothing” is frequently 
the method of choice in lower nephron nephrosis. By 
“doing nothing,” of course, I mean doing nothing 
more than regulating the fluid balance and the acid- 
base balance. However, it is true that we do need a 
method such as this in an occasional case, and in spite 
of the results that have been obtained, sudden deaths 
have occurred. A method of this simplicity would be 
of great value if it could be perfected. 

Another thing was forcibly impressed upon me in 
the past few weeks in the treatment of acute anuria. 
I saw a young girl who developed a thrombophlebitis 
approximately four weeks after an automobile acci- 
dent, and several weeks later a recrudescence of her 
rheumatic fever. She was being treated both with anti- 
coagulants and cortisone, and doing reasonably well, 
and we began to let her walk a little. 

She developed acute abdominal pain, which she had 
had previously, and subsequently went into anuria 
lasting for a period of 36 hours. She had no shock at 
any time. There had been no bleeding at any time 
from the anticoagulant, and the previous urines had 
not been observed to be bloody. 


Her prothrombin time, except for the day during 
which she had anuria, had been within the therapeutic 
range. The blood urea rose to 120 mg./100 cc. 

Many diagnoses were considered, of course, includ- 
ing the suggestion that she might be bleeding into the 
kidneys. Nevertheless, as a method of starting the 
treatment of anuria, we decided to cystoscope her, and 
we placed a catheter in cach kidney. 


Immediately after the catheters were put into the 
kidneys, diuresis began. The urologist assured me that 
there were no obstructions whatsoever on either side 
at the time the catheters were placed there. 


We still have no etiological cause for this anuria 
and yet it was cured, if we may say so, by catheteriza- 
tion of both kidneys. 

The point I am making is a simple one, that every 
patient with “lower nephron nephrosis” should have 
catheterization. 
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ALTERATION OF HOST RESPONSE* 


By Ernest Yount, M.D.t 
Winston-Salem, North Carolina 


Any discussion pertinent to the changes in 
host response should deal primarily with cor- 
ticotropin and the adrenal steroids, of which 
cortisone is the most widely used. The place 
of these agents as mediators of metabolic 
processes is well established, and their effect 
upon the host response to inflammatory dis- 
ease is striking and dramatic; however, the 
usefulness of this altered response is still con- 
troversial. 

The adrenal steroids which possess an anti- 
phlogistic action include dehydrocorticoster- 
one (compound A), corticosterone (com- 
pound B), cortisone (compound E), and hy- 
drocortisone (compound F). The first two 
compounds, A and B, are limited in avail- 
ability and do not possess so striking an effect 
as cortisone and hydrocortisone. There seems 
little to choose between the latter two; how- 
ever, milligram for milligram hydrocortisone 
is more potent and has the additional advan- 
tage of being effective when injected locally 
into joints. 

The susceptibility of patients with adrenal 
insufficiency to infection and trauma has long 
been recognized, as has that of persons in 
whom there is excessive adrenal hyperactivity 
(Cushing’s syndrome). 

The antiphlogistic effect of the steroids was 
noted in Hench’s original report on the use 
of these compounds in arthritis, and since 
then there have been many experiments de- 
signed to show that the steroids are capable 
of preventing inflammation from many causes, 
including foreign proteins, bacteria, and 
chemical irritants. Speculation has concerned 
the mechanism of this alteration of host re- 
sponse. One hypothesis was that cortisone or 
ACTH produced lympholysis, making globu- 
lin available for the formation of antibodies. 
It was then postulated that the large number 
of available antibodies served to overcome 

*Read in Section on Medicine, Southern Medical Association, 
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antitoxins. In all probability this concept is 
erroneous. Another presumption was that the 
steroids produced a protective barrier around 
cells, thus preventing the inciting agent from 
entering the cell and altering cellular metabo- 
lism. Recently Selye,' in his granuloma pouch 
experiment, has demonstrated that this hy- 
pothesis also is unlikely. It is quite possible 
that the steroids act within the cell to prevent 
a breakdown of intracellular metabolism. 


Germuth et alii? have studied the effect of 
intramuscularly injected cortisone on the lo- 
cal inflammatory response to cutaneous and 
testicular injections of pneumococci in rab- 
bits. In the control series, there occurred lcu- 
kocytic infiltration, necrosis and thrombosis of 
small vessels, hemorrhage and edema. In the 
animals treated with cortisone, the leukocytic 
response was suppressed, the blood vessels re- 
mained normal, and the bacteria multiplied 
rapidly. 

The corticosteroids not only inhibit the 
local manifestations of infection and inflam- 
mation, but suppress the systemic reaction as 
well. This fact was strikingly demonstrated 
by Finland* in a patient with lobar pneu- 
monia who was treated with the steroids 
alone. The temperature became normal, and 
the toxic manifestations of the disease dis- 
appeared; however, blood cultures remained 
positive and antibodies developed at the ex- 
pected time. It is quite apparent that if any 
benefit derived from the use of these anti- 
phlogistic agents is to be permanent, their 
use must be accompanied by therapy designed 
to eradicate the underlying infection. 


The dramatic effect of the steroids and 
ACTH on allergic responses has stimulated 
considerable investigation, with the resultant 
publication of numerous and at times con- 
flicting reports. Inhibition of the tuberculin* 
and Shwartzman’ reactions has been reported. 
Conflicting evidence has arisen regarding the 
effect of the hormones upon antibody forma- 
tion; however, careful experiments by Bjrne- 
boe® have demonstrated that the rise in anti- 
body titers is inhibited during the adminis- 
tration of cortisone and ACTH. 

In view of the usual failure of these agents 
to prevent anaphylaxis, it is generally believed 
that the adrenal steroids do not as a rule pre- 
vent the union of antigen and antibody. 
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The drugs have a beneficial effect upon al- 
lergic reactions, including dermatitis, asthma, 
and hay fever. Their mode of action is not 
understood, but is probably not related to the 
depression in antibody synthesis. A possible 
exception is the acquired hemolytic anemias, 
in which clinical improvement coincides with 
the disappearance of abnormal antibodies 
from the blood. 
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THE PRESENT STATUS OF THE 
LOCALIZATION OF DEMENTIA* 


By Levanp B. ALForp, M.D. 
St. Louis, Missouri 


The subject of the localization of dementia 
is reverted to once more because of its po- 
tential significance in the scheme of cerebral 
functioning; for it appears that if dementia 
or confusion or clouding of consciousness, as 
the clinical picture is variously designated, is 
produced from only one small area of the 
brain, then we have to do with a new func- 
tional center and moreover, as will be shown, 
a center perhaps more basic than any yet pro- 
jected.* In this article, first the evidence sup- 
porting the existence of such a center will be 
marshalled and then comparison will be made 
of the characteristics of the center.” 


THE VALIDITY OF THE LOCALIZATION OF 
DEMENTIA 


Some half dozen independent studies now 
agree that the distinctive clinical picture of 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Forty-Seventh Annual Meeting, Atlanta, 
Georgia, October 26-29, 1953. 
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dementia (or confusion of consciousness) is 
caused by lesions in the region of the thalamus. 
The two most recent investigations** ap- 
peared in successive numbers of the periodical, 
Brain, in 1952. One of the most convincing of 
all studies, because accompanied by clear cut 
pathological studies, however, is that of 
Smyth and Stern from the National Hospital 
in London in 1938. These workers found that 
in tumors arising in the subependymal layer 
covering the thalamus, dementia was among 
the very earliest symptoms, in contrast to tu- 
mors elsewhere in the brain. To the same 
effect was an article by Dandy in 1946 and an 
exhibit by Nielsen before the American Med- 
ical Association in 1948. My own first article 
utilizing single vascular injuries of small size 
appeared in 1937. The two recent articles men- 
tioned above, both by distinguished English 
surgeons, are concerned with changes in con- 
sciousness in mid-brain processes but owing to 
the accessibility of this region to the thalamus 
are to be accepted as in accord with the other 
papers. Several sketches reporting single cases 
could also be included in the list, which is 
seen now to attain formidable and convincing 
proportions. 

That the exact location of this theoretical 
center cannot be pinpointed is owing to a 
tissue change of inflammatory, vascular and 
pressure nature which can be shown to sur- 
round the visible lesion, sometimes for long 
distances, in almost every instance. This in- 
visible halo about the gross and microscopic 
alteration may involve centers some distance 
away and until discounted can be misleading 
in associating center and lesion, as indeed it 
has been frequently over the years. This im- 
portant consideration has been the subject of 
a paper but can only be mentioned here. 

Contrasting or control evidence consisting 
of large lesions with retention of mental acuity 
is really voluminous. Two cases of my own 
that may be mentioned are (a) one of a large 
cavity occupying the speech zone in which the 
subject, despite aphasia, continued to direct 
his extensive business affairs; and (b) a case of 
glioma of the left lower parietal region in 
which the patient, a college professor, con- 
tinued to teach his classes in organic chemistry. 

(The latter situation, incidentally, casts 
doubt on numerous recent contributions in 
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English journals investigating mental changes 
due to lesions in this area. The mental fea- 
tures described are thus probably all func- 
tional or hysteroid and in part induced in the 
unstable subjects by the tests applied.) 

This is not to go further afield and men- 
tion O’Brien’s instance of removal of the en- 
tire right hemisphere with little change in 
mental capacity and personality, and Hebb’s 
case of excision of both frontal lobes in which 
most extensive tests and observations could 
demonstrate no noteworthy alteration in men- 
tality. 

For many years I have been on the watch 
both in practice and throughout the literature 
for cases that contradict the thesis about the 
localization of dementia and so far have found 
none that is clear cut and conclusive. The ex- 
ample of a large injury in the left thalamus 
with retention of mentality has not appeared. 

By way of summary, then, it may be stated 
that an adequate array of positive findings 
and extensive control material support the 
idea that dementia is produced from lesions 
in the region of the thalamus, particularly the 
left. 


THE PERMANENCE OF THE DEMENTIA CAUSED BY 
CIRCUMSCRIBED LESIONS 


After the test of validity the next point re- 
garding dementia of local origin that suggests 
itself for solution is how lasting the effect 
may be. This rather surprising question 
arises because mostly other cerebral mental 
pictures are in fact quite temporary in nature; 
the aphasias, agnosias and apraxias soon fade, 
leaving, it is true, a variable and emotional 
mentality but only hints of themselves. This 
is shown not only in daily experience but in 
the case reports of Head, Weisenberg and oth- 
ers. If dementia is more enduring than these 
evanescent signs then assuredly it is more 
basic and more important in the scheme of 
cerebral localization. 


The temporary nature of these various fea- 
tures has led to the assumption that other 
parts of the brain can develop the functions 
of areas lost through disease. But the idea 
remains unverified, no more than a useful but 
unscientific expedient and is not to be trusted, 
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particularly as the same result might be pro- 
duced by other factors such as the resolution 
of inflammatory reactions and the subsidence 
of hysteroid psychological artifacts. Incident- 
ally one wonders where we should stand were 
functions able to flit about through the brain 
willy nilly. 

But testing the permanence of dementia, 
like almost every step in the investigation of 
cerebral functioning, is found to have its pit- 
falls and complications. 

In the first place the focal lesion causing 
dementia, the process one would prefer to 
work with, is found to produce early death. 
Evidently the respiratory center lies in the 
neighborhood indicated, and in the presence 
of a nearby lesion breathing soon becomes 
labored and before long fails altogether. An 
illustration is a case of mine in which the le- 
sion was a vascular softening only | cm. in di- 
ameter in the lenticular, in which the subject 
succumbed in two months, purely from respira- 
tory failure. Since that proves to be the reg- 
ular experience, the focal lesion is ruled out 
in the testing of the duration of dementia un- 
less some very exceptional case turns up. 

There is another type of process that is 
not attended with the same danger to respira- 
tion, namely, the primary or abiotic degenera- 
tion of localized nature. Two excellent cases 
of this sort are reported in the literature, one 
by Stern and one by Grunthal.® 

In the former, in which nearly all cells of 
the thalamus had disappeared, the patient 
survived a year and the dementia persisted, 
even increasing. In the other case the extent 
of destruction was much more limited, sur- 
vival was for several years and the dementia 
was deep and lasting. These two cases are 
impressive instances. 

But the primary degeneration is a bit too 
obscure and mysterious for us to depend upon 
it without some mental reservations. One 
cannot be sure where it begins and ends. Thus 
Simma® found the thalami in senile subjects 
with and without dementia to have much the 
same appearance, as indeed most of us could 
confirm from personal experience. Appar- 
ently the vital structures are small and have 
not yet been located or are so scattered as to 
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escape detection in pathological studies at 
present possible. 

Consequently, although in daily practice de- 
mentia usually is permanent, that from the 
small injury cannot be said to be shown as 
constant, to the satisfaction of skeptics. We 
must await further material and perhaps the 
entrance of other points of view. The cases 
available for conclusions are still very few and 
the number of contributors small. 

Nevertheless the possibility remains that 
dementia of local origin is more nearly per- 
manent than other clinical pictures and hence 
more basic and important. It may provide the 
one dependable, constant starting point for 
the pursuit of cerebral functioning. 


SUMMARY 


‘The discussion in this paper takes up, first, 
the validity of the thesis that dementia is pro- 
duced by a local lesion in the region of the 
thalamus and, second, the point whether such 
dementia is more lasting than the evanescent 
aphasia group and consequently more funda- 
mental. 

The original thesis seems reasonably well 
established by six independent studies which 
are in perfect agreement on the positive side 
and by the absence so far of any contradictory 
cases. The subsidiary question is answered in 
the affirmative by two cases of abiotic degen- 
eration limited to the thalamus but is clouded 
by the obscurities of the abiotic process. 

Still the possibility is found to remain that 
dementia of thalamic origin is permanent and 
hence provides the one constant dependable 
factor so far known in the investigation of 
cerebral functioning. 

It is a striking as well as significant spectacle 
that one small process especially placed can 
cancel practically all mental activity while 
wide areas of destruction elsewhere in the 
brain can exist with high mental performance. 

It is appropriate to remark at this point that 
obtruding throughout the investigation is the 
scarcity of pertinent material available for 
analysis and by the same token the fewness of 
investigators. Cerebral localization is a sadly 
neglected field, another forgotten subject in 
today’s list of ignored things, political and 
otherwise, although it is certainly not without 
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interest and importance. True, its pursuit 
is tedious and time-consuming and its aspects 
and complications are numerous, requiring a 
laborious preparation. The quick paper, the 
isolated contribution is rarely of much help. 
But assuredly the rewards in this field will 
repay any effort. It is suggested that in the 
present scheme of things the brain surgeon 
probably is in contact with more promising 
material than others and hence some in this 
specialty are obligated to interest themselves 
in this study. 
CONCLUSIONS 


There is strong evidence that a center ex- 
ists in the region of the thalamus, injury to 
which results in dementia. 


Dementia as a symptom is probably more 
enduring than other clinical pictures of brain 
injury and hence is more basic in the scheme 
of cerebral functioning. 


The need for more material and conse- 
quently of more research workers is great. 


ADDENDUM 


Since the foregoing paper was read some of the re- 
marks have proved to be almost prophetic. Dr. R. D. 
Woolsey, a neurosurgeon, has kindly made available 
to me a case that promises to be the most informative 
yet reported. The patient, a woman, was unconscious 
for practically a year and the gross finding was a 
thrombosis of the basal vein wrapping around the left 
crus at the posterior perforated space. No softening 
appeared to be present. It seems, therefore, that the 
unconsciousness was caused by whatever sterile reaction 
was induced in the adjacent subthalamic region and 
further no evidence of recovery was displayed. Hence, 
the case answered two of the questions asked in the 
paper: one, the exact location of the center causing 
dementia (or unconsciousness) and again, that lesions 
here cause more persistent and hence more basic effects 
than those of the cortex. Dr. Woolsey will report the 
case in full when the microscopic sections are finished. 
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TRICHLORETHYLENE IN OFFICE AND 
HOSPITAL* 
WITH RELATION TO UROLOGY 


By F. Grrcc Horne, M.D. 
Durham, North Carolina 


Whenever a new drug is introduced, espe- 
cially in anesthesia, its value and spheres of 
usefulness are extended far beyond the bounds 
which were intended originally. Then as more 
is learned concerning the dangers associated 
with its usage, the pendulum swings back the 
other way and the proper application for the 
drug is found. So it was with cyclopropane, 
so it was with pentothal, and so perhaps it will 
be with trichlorethylene. 

Trichlorethylene has long been used in in- 
dustry as a degreasing agent, and especially as 
a dry cleaning fluid. Accidental over-exposure 
led to the knowledge that its inhalation could 
lead to unconsciousness, and in a round about 
way, that it could relieve the rigors of tic dou- 
lourcux. Later it was discovered that its pain 
relieving action in trigeminal neuralgia was 
not due to a specific action on the fifth nerve, 
but to its action on the entire central nervous 
system. Its use as a general anesthetic agent 
was reported in this country in 1934 and 1935,' 
but it was not until 1941 that Hewer in Eng- 
land studied and popularized the drug.? Since 
that time it has been used millions of times, 
and its true sphere of usefulness has been de- 
termined, namely as a most potent and pleas- 
ant analgesic. It can be, and is used as a gen- 
eral anesthetic agent, but this use is inherently 
dangerous, and since it must be employed in 
conjunction with other anesthetic agents, 
should be left to the hands of the anesthesiol- 
ogist. It is for analgesia in the conscious and 
cooperating patient that trichlorethylene finds 
its chief usefulness, especially in the fields of 
dental analgesia, obstetrics and urology. I 
shall confine my remarks to its use in urol- 
ogical practice, self-administered by means of 
an inhalor. 

Clinically the chief advantages of trichlor- 
ethylene are: 

(1) Its analgesia: pain relicf can often be 


*Read in Joint Session, Section on Anesthesiology and Section 
on Urology, Southern Medical Association, Symposium on 
“Anesthesia in Urology,’’ Forty-Seventh Annual Meeting, At- 
lanta, Georgia, October 26-29, 1953. 
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obtained without the production of uncon- 
sciousness. 

(2) The effects are easily and quickly re- 
versible. 

(3) There are few after effects. The occa- 
sional patient will complain of nausea or 
headache, but this is not very common and 
when present is rarely severe. 


(4) Trichlorethylene produces a remarkable 
amount of amnesia for events occurring while 
inhaling it, even though the patient is per- 
fectly conscious and cooperative during its 
administration. 

(5) The chief advantage is that the drug is 
administered by the patient to himself. This is 
tremendously important from a psychological 
point of view. When the patient knows that 
he has the means at hand to relieve pain when 
and if it occurs, not only is he less nervous, 
but also he actually experiences less pain. Self- 
administration is also important from the safe- 
ty angle, since, if the patient should receive 
enough of the drug to produce narcosis his 
hand falls away and he quickly recovers. 

What are the hazards associated with the 
drug? Like all anesthetic drugs it is potentially 
toxic and can be lethal if sufficient concentra- 
tions are taken. This is an extremely potent 
drug. The concentration required to produce 
complete anesthesia vary between 0.2 and 1.5 
per cent.® But in urological practice, analgesia 
only is the object. This is achieved safely by 
means of self-administration. If the patient 
becomes unconscious the mask and hand fall 
away from his face and he is awake in from 
50 seconds to one minute. An exception to 
this occurs infrequently, when the patient will 
freeze with the mask held to his face, and 
proceed to become hyperpneic. 


If overdose does occur, what are the warn- 
ing signs? 

(1) Tachypnea. The drug in overdosage 
potentiates the Herring-Brauer reflex, causing 
rapid shallow respiration. This is inefficient, 
and the drug should either be withdrawn, or 
its concentration reduced if this occurs. 

(2) Another sign of overdosage is brady- 
cardia. This occurs because of increased vagal 
tone. 

(3) In overdosage, cardiac irregularities do 
occur. This is by far the most dangerous effect 
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of trichlorethylene, and the one thing to be 
watchful for. The drug is contraindicated in 
patients with cardiac conduction disturbances 
or severe myocardial disease. Epinephrine 
must not be used in conjunction with it, 
though local anesthetics can be employed to 
advantage, if epinephrine is avoided. Several 
deaths have been reported directly attributed 
to the use of epinephrine and trichlorethylene 
together. If epinephrine is necessary, trichlor- 
ethylene should not be used. I may repeat 
this point, because of its great importance. 
However, in the range of dosage advocated for 
urological use, irregularities are most infre- 
quent, and epinephrine does not have a large 
place in urological practice. 


Now, just how does one go about using tri- 
chlorethylene in his urology office? First, he 
must have an inhaler, since the drug is too 
poorly volatile to be uesd alone. There are 
two types of inhalers widely obtainable in this 
country, the Cyprane and the Duke. Each is 
good and there is not much to choose from 
between them except possibly the price. 

The patient is instructed as to what is about 
to be done, and told how to use the inhaler. 
He is told that he alone will operate the in- 
haler, so he will control his own pain. It is 
the usual practice to fill the inhaler, adjust 
it to the minimal position and get the patient 
to take a few cautious breaths to accustom him 
to the odor of the drug. Fortunately it is not 
at all unpleasant, and if the patient breathes 
only a small quantity at first, he will not mind 
the later larger concentrations necessary for 
analgesia. But if he is subjected to a strong 
blast too suddenly he may very well become 
alarmed, since it will sting his nose a bit. If 
this happens, some patients will have nothing 
further to do with the inhaler and you are 
left where you started. However, almost all 
patients like the inhaler, if the first few 
breaths are not too strong. 

When he has had a few breaths, the device 
should be set to about the third mark. This 
will deliver approximately 0.5 per cent tri- 
chlorethylene,* and this quantity will produce 
satisfactory analgesia for most patients. The 
patient continues to breathe through the mask 
while he is being prepared. This is to insure 
that he has had 20-30 breaths before manip- 
ulations are begun. This is quite important 
since he must be fairly well saturated or there 
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will be pain. But after 20-30 breaths most 
urologic manipulations can be carried out 
without too much discomfort. 


If the patient does experience discomfort, 
it is permissible to adjust the inhaler to the 
half-way mark. This will deliver 0.8 per cent 
trichlorethylene. This is the maximum safe 
dosage, and if the patient does not receive 
sufficient analgesia from this setting, he 
should be considered refractory to trichlor- 
ethylene, and some other method of analgesia 
found. Usually he will have to be anesthetized 
completely. However, most patients will 
stand almost any urologic manipulation with 
0.8 per cent trichlorethylene. 


It has been the practice of some physicians 
in the past to continue raising the setting on 
the inhaler until the patient completely passes 
out, to facilitate the operation. This is men- 
tioned only to condemn it, since we feel that 
0.8 per cent is the maximum safe dosage. Also 
with the patient unconscious the safety factor 
of self-administration is lost. 


After the procedure is over the patient will 
be completely recovered from the effects of 
the drug within 10 or 15 minutes and can be 
trusted to leave the office unassisted. 


SUMMARY 


Trichlorethylene is a potent analgesic and 
a safe one if used according to recommenda- 
tions. These are the avoidance of epinephrine, 
self-administration by the patient, with the 
inhaler set to no higher than the half-way 
mark. If these rules are followed, trichlor- 
ethylene will prove a boon, not only to the 
urologist, but also to his most grateful patient. 


This compound is not a panacea. There are 
some patients who cannot be cystoscoped with 
it. However, it can be confidently stated that 
trichlorethylene, when properly used, can pro- 
vide more analgesia than any other agent 
presently available, without producing un- 
consciousness. 
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SYPHILIS AS A PUBLIC HEALTH 
PROBLEM 


A phase in the fight to control syphilis is 
now ending. With the anticipated curtail- 
ment of Federal funds for venereal disease 
control and the closure of the prevention and 
control centers throughout the country on 
July 1, 1954, an era of outstanding progress 
in one of the most serious communicable dis- 
eases will come to an end. This period began 
during the war and saw nationwide venereal 
disease control programs established, financed 
by Federal appropriations and manned chief- 
ly by United States Public Health Service per- 
sonnel. Intensive case finding efforts, and 
the maintenance of hospital treatment facili- 
ties marked the first years of this program, 
whereas later, pioneer efforts in the use of 
antibiotics for therapy on an outpatient basis 
were employed. As treatment and diagnosis 
of syphilis have become simple office proce- 
dures, the larger facilities have been rightly 
curtailed. This has culminated in the recent 
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moves to close all treatment facilities for ve- 
nereal diseases operated or financed by the 
Department of Health, Education, and Wel- 
fare. 

It is in a way unfortunate that we are able 
to cure a disease about which much is un- 
known. The Treponema pallidum has not 
been cultured im vitro; no defense in man 
against its attack has ever been stimulated; 
and the pathogenetic mechanism of its late 
manifestations is not understood. Because of 
the rapid and simple treatment now available 
it may well be years before these and other 
fundamental questions will be answered. How- 
ever, it would be unnatural not to feel an 
exuberance at the achievements of the last 
decade in syphilis diagnosis and treatment. 
The accomplishments of antibiotic therapy 
together with case finding technics make it 
well within man’s ability totally to eradicate 
the disease. Infant mortality from this infec- 
tious disease now has almost vanished in re- 
ported statistics; acute syphilis is almost un- 
known in some sections of the country and 
the incidence of certain late manifestation, 
such as paresis, is unbelievably low. The state 
of Alabama which was reporting 20,000 cases 
of syphilis per year a decade ago is now re- 
porting only 2,000 cases in a similar period. 
In the country as a whole the number of re- 
ported cases has been reduced from 500,000 
to 150,000 cases per year in the same period.' 


In the wake of this therapeutic triumph, 
have come certain realizations about the prob- 
lem that syphilis now poses. It is obvious, 
since treatment is easy and effective, that 
syphilis is not simply a medical problem. It is 
quite apparent that a communicable disease 
in which 60 per cent of those infected pass 
on their disease before being treated is not 
disposed of merely by knowing how many 
units of penicillin to administer. The basic 
problem from now on is to identify the in- 
fected individual early and provide prompt 
and effective treatment. 


There exist large population groups in all 
big cities and in some rural areas which have 
little concept of or interest in personal or pub- 
lic health. This group makes up the syphilis 
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reservoir that menaces the population with 
the threat of epidemic outbreaks of the disease 
should medical vigilance be relaxed. Such an 
outbreak occurred on the Alabama-Georgia 
border in the fall of 1953.2 The disease in 
these individuals is only a symptom of their 
promiscuity; and they do not receive prompt 
and adequate treatment for their infection 
because of the community and personal fail- 
ure represented in their standards of morals, 
beliefs and habits. This group is often synony- 
mous with the criminal reservoir, and it re- 
flects the fact that the highest incidence of 
positive serologic tests for syphilis of any 
group in a community is usually found in the 
local prison.* These individuals have no real 
lines of communication with their commu- 
nity, and one of the pressing problems in 
public health is the need to establish some 
adequate means of reaching this group of in- 
dividuals with an educational program. It 
might be stated that the future progress in 
control of syphilis will no doubt reflect the 
ability of the community to understand and 
to help this segment of the population. 


The present period of transition from Fed- 
eral to local venereal disease programs is an 
excellent opportunity for local health officers 
to reappraise their community of its needs. 
For the most part, the treatment of syphilis 
can be adequately handled by the private phy- 
sician in smaller communities with the health 
department supplying a long-acting prepara- 
tion of penicillin. A similar method was used 
in the days of heavy metal treatment of this 
disease. Such a program should have wide 
acceptance outside of the larger cities, and 
would have the advantage of incorporating 
the private physician into the public health 
program. In the past there has appeared to 
develop an artificial cleavage between these 
groups in many states. 

The epidemiology of syphilis, the compila- 
tion of statistics, and the development of ade- 
quate serologic screening programs fall natur- 
ally into the purview of the health depart- 
ment. Where medical schools and large medi- 
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cal facilities are available it should be possible 
to maintain adequate consultation services to 
assist in the local program. Perhaps one of the 
greatest functions of the local health depart- 
ment would be to act as a clearing house for 
diagnostic and therapeutic information. This 
would appear to be a logical place to keep 
the Rapid Treatment Center records so that 
these invaluable clinical reports and the in- 
formation they contain could be evaluated in 
the future. 


A most important aspect of the future pro- 
grams of syphilis control is adequate public 
health education of all the sexually mature. 
Carrying out such a program entails little 
expense and with the excellent literature and 
films available from the United States Public 
Health Service the programs can be effective 
and direct. This type of education will result 
in a continuing decline in the reported inci- 
dence of the disease. 


A period of transition is generally marked 
by leveling off of effort and of results. How- 
ever, there is certainly no need for this to oc- 
cur in this instance as the control of syphilis 
is returning to its proper place, the local med- 
ical authorities. If the private physicians and 
the health departments will combine their ef- 
forts and carry out a community control pro- 
gram, the disease will not only continue to de- 
cline; it may eventually disappear. With such 
a goal in sight only negligence and apathy 
will allow this disease to continue to menace 
the health of American communities. This is 
a challenging opportunity to finish a program 
that has been well started. 


ADRENAL CORTICAL FUNCTION IN 
RHEUMATOID ARTHRITIS 


The remarkable clinical effectiveness of 
cortisone and corticotropin in many cases of 
rheumatic disease has led clinicians to at- 
tempt to link their pathogenesis with the ab- 
normal functions of the adrenal cortex. This 
has prompted investigations as to the state of 
the physiologic activity of the adrenal cortex 
in this disease as indicated by the urinary ex- 
cretion of the metabolic products of the vari- 
ous corticoids. 


Variable results have been reported as to 
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the urinary 17-ketosteroid excretion. These 
metabolites are derived from the metabolism 
of androgens and to a lesser extent the gluco- 
corticoids, to wit, cortisone and hydrocorti- 
sone. The reports to date are few in number 
and it is difficult to arrive at any conclusion 
due to the inconstancy of the findings. These 
metabolites have been reported at essentially 
normal levels in the urine of individuals suf- 
fering from peripheral rheumatoid arthritis 
but substantially elevated in those with rheu- 
matoid spondylitis.' Still other reports have 
demonstrated that approximately 30 to 50 per 
cent of the patients studied with rheumatoid 
arthritis exhibit excretion values that range 
below the accepted normal.? # 


The metabolites of the gluco-steroids, that 
is, the urinary corticoids, have been investi- 
gated to a much lesser degree. Here also the 
reported values require substantiation due to 
the sparsity and conflicting reports. For the 
most part, investigators have found subnor- 
mal levels of these metabolites in the urine 
of patients suffering with rheumatoid arthri- 
tis.3 

It is also of interest that there has been 
found in the urine of rheumatoid arthritis an 
adrenal steroid metabolite, 17-hydroxypreg- 
nenolone, that has previously been identified 
only in individuals with proven adrenal corti- 
cal dysfunction. Just what the presence of this 
abnormal metabolite indicates is still obscure. 
Further studies along these lines are in prog- 
ress.6 


In interpreting these findings one cannot 
overlook such factors as the age of the patient 
and the presence of a chronic disease state. 


1. Dawson, R. A.; Kolts, P.; and Kuzell, W. C.: Excretion of 
17-ketosteroids in Antylosiun Spondylarthritis and _ in 
Rheumatoid Arthritis: Preliminary Report. J. Clin. En- 
docrinol., 7:201 (near) 1947. 

. Freund, H. A.; Basurski, O. H.; and Scott, R. B.: 17- 
ketosteroid Excretion in Rheumatoid Arthritis. J. Michi- 
gan Med. Soc., 47:1076 (Sept.) 1950. 

3. Howard, R. P.; Venning, E. H.; and Fisk, G. H.: Studies 
of Adrenocortical and Hypophysial Function and the Ef- 

fects thereon of Testosterone and Pregnenolone Therapy. 
Canadian Med. Assoc. J., 63:340, 1950. 

4. Staub, P. C.; Menthe, J. W.; Nelson, S. S.; and Colur, H.: 
Excretion of 11-oxycorticosteroids in Paraplegics and Rheu- 
matoid Arthritis Patients. J. Clin. Investigation, 29:349 
(March) 1950. 

5. Hench, P. S.; Kendall, E. C.; Slocumb, C. H.; and Polley, 
H. F.: Effects of Cortisone Acetate and Pituitary ACTH 
on Rheumatoid Arthritis, Rheumatic Fever and Certain 
Other Conditions: A Study in Clinical Physiology. Arch. 
Int. Med., 85:545 (April) 1950. 

6. Robinson, Wm. D.: Editor, Rheumatism and Arthritis, Re- 
view of American and English Literature of Recent Years 
(Tenth Rheumatism Review). Ann. Int. Med., 39:497-618 
(Oct.) 1953. 


nm 


EDITORIALS 


519 


It has also been recognized that physical ac- 
tivity may affect the level of the 17-ketosteroid 
and corticoid excretion. 

Previously, striking similar abnormalities 
have been found in the pituitary glands of 10 
autopsied cases of active rheumatoid arthritis 
and in three cases of lupus erythematosus dis- 
seminatus.’ These changes consisted of an ab- 
sence of granulation of the basophils and 
cyanophils. A similar histological picture has 
been noted in Addison’s disease. These abnor- 
malities were considered to be representative 
of a dysfunction of the adrenal cortex. 


Before an adequate evaluation of adrenal 
cortical function can be made in rheumatic 
diseases much more information is needed. 
The factors influencing the normal range of 
adrenal cortical activity, together with the 
non-specific effect of the underlying debili- 
tating illness, remain to be learned. 

There is obvious need for further work to 
elucidate the significance of these observa- 
tions and to establish their specificity for 
rheumatoid arthritis. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1929 


Scientific Literature 8—The latest edition of Mans- 
field Clark’s classical work on “The Determination of 
Hydrogen Ions” is full of valuable information . . . the 
figure . . . inserted in the preface shows that in 1910 
about 50 papers were published on the subject of hy- 
drogen ion concentration, and that this number has 
doubled every four years, and now approaches 1,500 
per annum. . . . Undoubtedly scientific workers are 
threatened with the necessity of choosing whether they 
will spend their energy and time in keeping up with 
the literature and writing monographs, or whether 
they will devote themselves to original research .. . 
the flood of scientific literature is being augmented 
unnecessarily . . . the publication of substantially the 
same paper in several different journals, and possibly 
in different languages is, to say the least, a misde- 
meanour. Medical science in particular suffers from 
this practice. We have heard the suggestion that it 
would be checked if contributors were charged a spe- 
cial advertising rate for all articles that were found 
to have appeared elsewhere. 


The Foot..—The mechanical arch of the foot, in an 


7. Pearse, A. G. E.: The Hypophysis in Rheumatoid Arthri- 
tis. Lancet, 1:954 (May) 1950. 

8. Editorial. Scientific Literature. Brit. Med. J., vol. 1, p. 
513, 1929. 

9. Editorial. Evolution of the Human Foot. Brit. Med. J., 
vol. 1, p. 463, 1929. 
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architectural sense, with its so-called keystone, is a 
figment of the imagination. . . . The forces which we 
call Providence or Nature have through uncounted 
ages been busy fitting us with feet suited to the needs 
of barefooted man, but European man compresses all 
this elaborate mechanism of bones, muscles, and liga- 
ments into a stiff and unyielding case, which allows 
only a few of the evident movements of the foot. We 
may judge to what an... extent this restriction has 
been carried out by the fact that the movements of 
the foot in every day use can be so successfully imi- 
tated by an artificial one as to defy detection, when 
the amputation is below the knee. Yet such a 
prosthesis, in place of the elaborate mechanism of the 
living foot, has only one joint which allows a hinge 
movement at the toes, and another outside the foot 
proper, at the ankle. Woman, meanwhile emulous of 
her pronograde ancestor, raises her heel three inches 
from the ground and destroys the efficacy of the lines 
by forcibly squeezing her great toe into a position of 
complete mechanical inefficiency. Yet despite this her 
athletic achievements surpass all that we have heard 
of Atelante or the Amazons. 


Book Reviews 


Physiological Cardiology. By 
F.A.C.P., Associate 


Arthur Ruskin, M.D., 
Professor of Internal Medicine, 
University of Texas Medical Branch, Galveston. 
Texas. Publication Number 184, American Lecture 
Series. 370 pages with illustrations. Springfield, Ili- 


nois: Charles C. Thomas, Publisher, 1953. Price 
$8.00. 
Physiological Cardiology reviews the recent ad- 


vances in the physiologic and biochemical aspects 
of heart disease. Although excellent books on the 
clinical aspects of heart disease have long been 
available, and despite the fact that no field in the 
past generation has enjoyed more intensive investiga- 
tion than that of cardiovascular disease, surprisingly 
few books like this one have been heretofore pub- 
lished. 

In his book, Dr. Ruskin has carefully selected what 
he feels to be the most significant and lasting con- 
tributions in the field of cardiac physiology and 
presented them in compact and orderly fashion. 
Among the chapters are those dealing with impulse 
formation and conduction, congestive heart failure, 
coronary artery heart disease, hypertensive and hy- 
potensive syndromes, valvular heart disease, and 
congenital heart disease. A chapter of particular in- 
terest is that concerned with endocrine and meta- 
bolic disturbances. In this chapter are discussed the 
impact on the circulation of factors extrinsic to the 
heart, such as thyroid dysfunction, anemic states, and 
pregnancy. Useful adjuncts are the subject index, in 
which major references are indicated in bold-faced 
type, an author index, and a select rather than ex- 
haustive bibliography. 
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Atlas of Exfoliative Cytology. By George N. Papani- 
colaou, M.D., Ph.D., Cligical Professor of Anatomy 
Emeritus, Cornell University Medical College. Ilus- 
trated. Cambridge, Massachusetts: Harvard Univer- 
sitv Press, 1954. Price $18.00. 

This is a work of the Master and should be in every 
hospital and pathologist's library. It has not been 
many years since Dr. Papanicolaou was considered “an 
impractical anatomist trying to do cancer work for 
which he was not qualified.” It gives the reviewer 
great pleasure to see this new volume beautifully illus- 
trated with normal and abnormal cells from all body 
systems. He is still pioneering the way and this vol- 
ume, published by the Harvard University Press, 
should be in the library of every hospital pathologist 
and any other physician who deals with cancer. 

Iwo sections show normal and abnormal mitoses; 
another, the radiation effects; another, histiocytes 
which are often confused, and smears from fluids. A 
section on breast smears is included and another on 
exudates. The respiratory, genital, urinary, and diges- 
tive systems are also described in other sections. 


Treatment of Mental Disorder. By Leo Alexander, 
M.D., Director, the Neurobiological Unit, Division 
of Psychiatric Research, Boston State Hospital. 507 
pages with 143 figures. Philadelphia: W. B. Saunders 
Company, 1953. Price $10.00. 

All aspects of the treatment of mental diseases are 
comprehensively presented in this volume. After a tew 
introductory essays on the development of psychiatry 
and the constitutional and cultural background of 
mental illness, psychotherapeutic and physical treat- 
ment procedures are considered in detail. A substan- 
tial amount of discussion is devoted to the physiologic 
effects of electroshock, and the author recommends 
autonomic reactivity tests and a modified technic in 
administering shock therapy. He places particular 
stress upon the prevention and treatment of complica- 
tions due to physical treatment methods. There are 
also chapters on alcoholism and other intoxications, 
and an evaluation of the possibilities for future psy- 
chiatric research. 


The merits of this book, however, rest especially 
upon the author's efforts to integrate physical and 
psychologic methods of treatment. Results of ditferent 
forms of therapy are analyzed by statistical evaluations 
of many thousands of cases reported in the literature. 
Practical prescriptions, supported by case histories, are 
given to show when and how various therapeutic 
methods should be employed, and how both major 
approaches can be alternated to best advantage. Some 
parts of this book are unnecessarily weighted down 
with reports of physiologic and statistical research 
projects in which the author happens to be interested. 
It nevertheless fulfills the author’s prime purpose of 
demonstrating how psychic and physical aids can and 
should be combined in the treatment of mental dis- 


eases. 
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PRESIDENT’S MESSAGE 


Ilo the Members of the Southern Medical Association: 


The plans for the St. Louis Session of the Southern 
Medical Association, the 48th Annual Meeting, are 
beginning to develop form and substance. The St. 
Louis Medical Society, the host for this Session, has 
appointed the Committees to carry out the plans and 
arrange for details of the meeting. These will be an- 
nounced soon. 


Preliminary discussion of the details of the Meeting 
were held in St. Louis with the Secretary-Manager of 
the Association, Mr. C. P. Loranz, on the occasion of 
his attendance at the recent Annual Meeting of the 
Missouri State Medical Association. An excellent start 
on plans for the Session was made as a result of these 
discussions. 

At this same Meeting we were privileged to enter- 
tain the President of the Woman’s Auxiliary of the 
Southern Medical Association, Mrs. George D. Feldner, 
who came to St. Louis to discuss the arrangements for 
the Annual Meeting of the Auxiliary with members of 
the Local Committee of the Auxiliary of the St. Louis 
Medical Society. The meeting of the Auxiliary is held 
simultaneously with the meeting of the Association. 
The plans for the meeting of the Auxiliary are also 
maturing. 


The growing enthusiasm for the St. Louis Session 
suggests that this Meeting: will equal or perhaps excel 
the previous St. Louis Sessions. ‘The program which is 
in process of development will be wide in scope with 


a range of subjects in all specialties that will appeal 
both to specialists and to the physicians in general 
practice. 

The great number of meetings, both specialty and 
general, held in all communities throughout the coun- 
try creates uncertainty and indecision in the mind of 
the practitioner as to what meeting to attend in order 
to obtain the greatest amount of post-graduate medical 
education for the limited time available. The general 
type of meeting presented by the Southern Medical 
Association, with the broad diversification of presenta- 
tions and with exemplification of wide interests, has 
a definite place in the field of post-graduate training. 
It is of value to the specialist and to the general prac- 
titioner. The former may increase his knowledge of 
other specialties and of general subjects while the lat- 
ter may acquire knowledge of the recent advances in 
all specialties as they apply to his own practice. Both 
may be benefited by the contact with scientific pres- 
entations and also by the personal contact with col- 
leagues. 

The members of the St. Louis Medical Society look 
forward with pleasure to greeting the members and 
guests of the Southern Medical Association on the oc- 
casion of the St. Louis Session and will do everything 
possible to make the visit pleasant and _ profitable. 
Plan to come to St. Louis! 


ALPHONSE McMAHON, M_D., President 
St. Louis, Missouri, April 10, 1954. 
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The Troubled Mind. A Psychiatric Study of Success 
and Failure in Human Adaptation. By Beulah 
Chamberlain Bosselman, M.D., Clinical Associate 
Professor of Psychiatry, University of Illinois Medi- 
cal School. 206 pages. New York: The Ronald Press 
Company, 1953. Price $3.50. 

Chis brief review of mental and emotional disorders 
is based upon the premise that such disorders stem 
from failures in a series of adaptations to the environ- 
ment. The book commences with a discussion of these 
successive adaptations from infancy to old age. The 
various types of neuroses and psychoses are then con- 
sidered as inefficient or unsuccessful attempts at adap- 
tation. In a chapter on psychotherapy, particular em- 
phasis is placed upon prevention and early recognition 
of mental disease, through the cooperation of parents, 
ministers, social workers, and teachers. It appears that 
this book has been written primarily for the well- 
informed layman, but it is not always clear whether 
the author addresses herself to a medical or a lay 
audience. 


Shock and Circulatory Homeostasis. Transactions of 
the Second Conference, October 19, 20, and 21, 1952, 
Princeton, New Jersey. Edited by Harold D. Green, 
M.D., Professor of Physiology and Pharmacology, 
Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, North Carolina. 275 pages 
with illustrations. New York: Josiah Macy, Jr. Foun- 
dation, 1953. Price $3.75. 

For those who are familiar with the Josiah Macy, 
Jr. Foundation Conferences, this book will need no 
recommendation. For others, however, the introduc- 
tory remarks by Dr. F. Freemont-Smith are quoted as 
follows: “Thus, our conferences are in contrast to the 
usual scientific gatherings. Presentations are designed 
not to present neat solutions to tidy problems, but 
rather to elicit provocative discussion of the ditficul- 
ties which are being encountered in research and prac- 
tice.” True to his remarks, Dr. Freemont-Smith has 
assembled 28 of the world’s top authorities in shock 
and circulatory homeostasis into one room to thrash 
things out. Subjects mentioned are the metabolic as- 
pects of hemorrhagic and traumatic shock, physiology 
of epinephrine and non-epinephrine, shock in acute 
infections, ferritin and anti-ferritin, and innumerable 
other related topics. This book will be of great value 
to the scientifically-minded clinician as well as those 
interested in basic research. 


Books Received 


Amebiasis. A Monograph in American Lectures in Internal 
Medicine. By Ernest Carroll Faust, A.B., M.A., Ph.D., The 
William Vincent Professor of Tropical Diseases and Hygiene; 
Head of the Division of Parasitology, Department of Tropical 
Medicine and Public Health, Tulane University of Louisiana, 
New Orleans. Edited by Roscoe L. Pullen, M.D., F.A.C.P., 


Professor of Medicine and Dean, University of Missouri School 
of Medicine, i 


Columbia, Missouri. Publication Number 191, 
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American Lectures Series. 154 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $4.75. 


Manual of Clinical Mycology. By Norman F. Conant, Ph.D., 
Professor of Mycology and Associate Professor of Bacteriology, 
Duke University School of Medicine; David Tillerson Smith, 
M.D., Professor of Bacteriology and Associate Professor of 
Medicine, Duke University School of Medicine; Roger Denio 
Baker, M.D., Professor of Pathology, Duke University School 
of Medicine; Jasper Lamar Callaway, M.D., Professor of Der- 
matology and Syphilology, Duke University School of Medi- 
cine, Durham, North Carolina; and Donald Stover Martin, 
M.D., Chief, Bacteriology Section, Communicable Disease Cen- 
ter, Chamblee, Georgia. New, Second Edition. 456 pages, 202 


illustrations. Philadelphia: W. B. Saunders Company, 1954. 
Price $6.50. 
Roentgenographic Technique. A Manual for Physicians, Stu- 


dents and Technicians. By Darmon Artelle Rhinehart, A.M., 
M.D., F.A.C.R., Emeritus Professor of Anatomy and Roent- 
genology, University of Arkansas; Roentgenologist to St. Vin- 
cent’s Infirmary and the Missouri Pacific Hospitals, Little 
Rock, Arkansas. Fourth Edition, Thoroughly Revised. 454 
pages, 216 illustrations. Philadelphia: Lea and Febiger, 1954. 
Price $8.50. 


Menorrhalgia: Menstrual Distress. A Monograph in American 
Lectures in Gynecology and Obstetrics. By William Bickers, 
M.D., Attending Gynecologist to Retreat for Sick, Sheltering 
Arms, Richmond Community and Evangeline Booth Hospitals, 
Richmond, Virginia. Publication Number 208, American Lec- 
ture Series. 97 pages, illustrated. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1954. Price $2.75. 


Electrocardiography. By E. Grey Dimond, M.D., Professor and 
Chairman, Department of Medicine, and Director, Cardiovas- 
cular Laboratory, University of Kansas Medical Center, Kansas 
City, Kansas. 261 pages, 272 illustrations. St. Louis: The C. V. 
Mosby Company, 1954. Price $14.00. 


Atlas of Operative Technic, Anus, Rectum, Colon. By Harry 
E. Bacon, B.S., M.D., Sc.D., F.A.C.S., F.R.S.M., F.I.C.S., 
F.A.PS., Professor and Head of Department of Proctology, 
Temple University — School; and Stuart T. Ross, A.B., 
M.D., F.A.C.S., F.1.C.S., F.A.P.S., Attending Proctologist, Nas- 
sau Hospital, Mineola, “New York, and Mercy Hospital, Rock- 
ville Center, New York. 301 pages, 403 illustrations. St. Louis: 
The C. V. Mosby Company, 1954. Price $13.50. 


Atlas of Orthopedic Traction Procedures. By Carlo Scuderi, 
B.S., M.D., M.S., Ph.D., Clinical Associate Professor of Sur- 
gery, University of Illinois; 
Graduate School, 
The C. V. 


Professor of Surgery, Cook County 
Chicago. 230 pages, illustrated. St. Louis: 
Mosby Company, 1954. Price $12.50. 


Lung Cancer. A Monograph in The Bannerstone Division of 
American Lectures in Chest Diseases. By Seymour M. Farber, 
M.D., Associate Clinical Professor of Medicine, University of 
California Medical School, Berkeley. Publication Number 187, 
American Lecture Series. 157 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $4.75. 


The Uncommon Heart Diseases. By Nathaniel E. Reich, M.D., 
F.A.C.P., F.C.C.P., Clinical Assistant Professor of Medicine, 
State University of New York, College of Medicine; Attending 
Physician in Cardiology, Veterans Administration; Attending 
Cardiologist, Jewish Sanatorium and Hospital for Chronic Dis- 
eases. 528 pages, 601 illustrations. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1954. Price $10.50. 


Anatomy for Surgeons: Volume 1. The Head and Neck. By W. 
Henry Hollinshead, Ph.D., Professor of Anatomy, Mayo Foun- 
dation, University of Minnesota, Head of The Section of 
Anatomy, Mayo Clinic, Rochester, Minnesota. 560 pages, 326 
illustrations. New York: Paul B. Hoeber, Inc., Medical Book 
Department of Harper and Brothers, 1954. Price $12.00. 


A Formulary for External Therapy of the Skin. A Monograph 
in The Bannerstone Division of American Lectures in Derma- 
tology. By Chester N. Frazier, M.D., Dr.P.H., Edward Wig- 
glesworth Professor of Dermatology, Harvard Medical School; 
and Irvin H. Blank, Ph.D., Research Associate in Derma- 
tology, Harvard Medical School, Boston. Publication Number 
201, American Lecture Series. 118 pages, illustrated. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1954. Price $3.25. 


The Megaloblastic Anaemias. A Monograph in American Lec- 
tures in Internal Medicine. By J. Davis, M.D., F.R.C.P., 
F.R.C.P.E., F.R.F.P.S.G., F.R.S. E., Muirhead Robie of 


Medicine in the University of Glasgow; and Alexander Brown, 
M Senior Lecturer in Medicine 


D., F.R.C.P.E., F.R.F.PSG., 
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in the University of Glasgow. Publication Number 222, Ameri- 
can Lecture Series. 113 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price $4.50. 


The Painful Phantom. Psychology, Physiology and Treatinent. 
A Monograph in American Lectures in Neurology. By Law- 
rence C. Kolb, M.D., Section of Psychiatry, Mayo Clinic, Roch- 
ester, Minnesota. Publication Number 235, American Lecture 
Series. 50 pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1954. Price $1.50. 


Anoxia of the New-Born Infant. A Symposium Organized by 
The Council for International Organizations of Medical Sci- 
ences. Established under the joint auspices of U.N.E.S.C.O., 
and W.H.O. Consulting Editors: Dr. Kenneth W. Cross (U.K.), 
Dr. Marcel Lelong (France), and Dr. Clement A. Smith 
(U.S.A.). Editors for the Council: J. F. Delafresnaye, C.1.O.M.S., 
Paris, and T. E. Oppe, St. Mary’s Hospital, London. 230 pages, 
illustrated. Springfield, Ilinois: Charles C. Thomas, Publisher, 
1954. Price $5.50. 


Joseph Barcroft, 1872-1947. By Kenneth J. Franklin, Medical 
College of St. Bartholomew's Hospital. 381 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1954. Price 
$8.50. 


Mayo Clinic Diet Manual. By The Committee on Dietetics of 
the Mayo Clinic. New, Second Edition. 247 pages. Philadel- 
phia: W. B. Saunders Company, 1954. Price $5.50. 


Current Therapy 1954. Latest Approved Methods of Treatment 
for the Practicing Physician. Edited by Howard F. Conn, M.D. 
898 pages. Philadelphia: W. B. Saunders Company, 1954. Price 
$11.00. 


Problems of Consciousness. Transactions of the Fourth Con- 
ference, March 29, 30 and 31, 1953, Princeton, New Jersey. 
Fdited by Harold A. Abramson, M.D., Assistant Clinical Pro- 
fessor of Physiology, Columbia University College of Physicians 
and Surgeons, New York. 177 pages. New York: Josiah Macy, 
Jr. Foundation, 1954. Price $3.25. 


Southern Medical News 


ALABAMA 


Dr. Herbert H. Thomas, Birmingham is secretary of the 
American Society for the Study of Sterility, which will meet 
in New Orleans, Louisiana, Roosevelt Hotel, May 13-15. 


Dr. Hilliard J. Estes, Montgomery, has been appointed to 
the newly created post of deputy health officer for the 
Birmingham-Jefferson County Health Department, effective 
April 1. He will be in direct charge of preventive medicine 
programs and supervisor of the bureaus of dental health, 
mental health, nursing and laboratories. Dr. Estes recently 
returned from Arabia where he served two years as an oil 
company health officer. 


Construction will begin soon on the Marengo County Health 
Center, Linden; a 100-bed addition to St. Margaret’s Hospital, 
Montgomery; a 20-bed hospital and health center, Arab; a 
35-bed Jackson County hospital, Scottsboro; a 30-bed Geneva 
County hospital, Geneva; a 40-bed hospital, Geneva; a 40-bed 
Chilton County hospital, Clanton; and the Eastern Health 
Center, Birmingham. 


ARKANSAS 


The Arkansas State Board of Health has elected Dr. D. W. 
Goldstein, vice-chairman, and Dr. J. P. Herron, secretary. 

Dr. Wayne G. Pullen, formerly of Fort Smith, is a member 
of the staff of the DeQueen Clinic. 

Dr. Charles G. Leverett, McGchee, announces that Dr. Byron 
T. Johnson is associated with him in practice. 

Dr. V. B. Smith has located at Marked Tree. 

Dr. H. D. Luck has located at Arkadelphia. 

Dr. Henry Rogers and Dr. David Hefner have 


formed a 
partnership at Mena. 


DISTRICT OF COLUMBIA 


The 2nd World Congress of Cardiology and the 27th Scien- 
tific Sessions of the American Heart Association will hold a 
combined meeting, the first international medical gathering 
of its kind in the United States, in Washington, September 12- 
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17, under the presidency of Dr. Paul D. White, Boston, Massa- 
chusetts. Dr. Clayton B. Ethridge, president, and Dr. Bernard 
J. Walsh, immediate past president, Washington Heart Associ- 
ation are members of the Organizational Committee. 


A series of Post-Congressional visits and conferences to at 
least twenty of the leading cardiac clinics in different parts of 
the United States and Canada has been arranged by special 
committees of the local Heart Associations in the various 
cities. 

Dr. Leonard A. Scheele, Washington, Surgeon General of 
the Public Health Service, U. S. Department of Health, Edu- 
cation, and Welfare, has announced a reorganization of the 
Bureau of State Services, the principal operating arm of the 
Service for Federal-State, interstate, and international health 
activities, effective April 5, which will consolidate the oper- 
ating divisions of the Bureau from 16 to 6: Divisions of Gen- 
eral Health Services, Special Health Services, Sanitary Engi- 
neering Services, International Health, Dental Public Health, 
and the Communicable Disease Center, Atlanta, Georgia. The 
changes are designed to create a more flexible operating or- 
ganization in the Bureau and to promote greater economy and 
efficiency. 

The Medical Library Association will hold its fifty-third 
annual meeting in Washington, Hotel Statler, June 15-18, 
with the Armed Forces Medical Library as the official host. 

International Congress of Clinical Pathology will hold its 
next meeting in Washington, September 6-10. Dr. Robert A. 
Moore, Washington University School of Medicine, St. Louis 
10, Missouri, is chairman of the Committee on Arrangements. 

Georgetown University School of Medicine, Washington, has 
been awarded a grant of $125,000 by the Raskob Foundation, 
which is being matched with an additional $75,000 raised by 
the University, so that the total financial outlay will be $200,- 
000. The grant will cover a four-year period and is to be used 
to further medical education and medical Catholic action. The 
advisory committee to aid in the utilization of the grant con- 
sists of Dr. Francis M. Forster, dean of the School of Medicine, 
Chairman; Drs. Philip A. Caulfield, Raymond T. Holden, 
Hugh H. Hussey, and William B. Walsh. Dr. Walsh is execu- 
tive secretary of the committee. 

George Washington University School of Medicine, Washing- 
ton, has been granted $10,000 by the Lasdon Foundation, a 
philanthropic organization devoted to scientific research, to 
promote further research in tuberculosis. The research will be 
carried on under the direction of Dr. Monroe J. Romansky, 
associate professor of medicine at the University, and Dr. Sol 
Katz, adjunct clinical professor of medicine. Support for this 
project was first given by the Lasdon Foundation in 1952. 

The D. C. Mental Health Association has opened a new 
office in Washington in space donated by the Health Depart- 
ment’s Alcoholic Rehabilitation Clinic. The office will be 
open on Mondays and Wednesdays. 

The Providence Hospital, a 350-bed $7,000,000 structure is 
now under construction in Washington and is expected to be 
completed within two years. 

The National Homeopathic Hospital, Washington, has 
changed its name to Hahnemann Hospital, but there is no 
change in organization or location. 

Dr. Winfred Overholser, Washington, represented the Amer- 
ican Psychiatric Association at a meeting of the International 
Preparatory Commission in Zurich, Switzerland, held the first 
of the year. At this meeting plans were made for the next 
World Congress of Psychiatry to be held in Zurich in 1957. 


Dr. Lawrence A. Pyle, Jr., Washington, who has been ap- 
pointed full-time assistant medical director, Chesapeake and 
Potomac Telephone Company, will be responsible for the 
direction and administration of the Medical Office of the 
company and will assist the medical director, Dr. R. Lomax 
Wells on medical matters pertaining to the four Chesapeake 
and Potomac Telephone Companies operating in the District 
of Columbia, Maryland, Virginia and West Virginia. 


Dr. Fred Coe, Washington, was elected to a one-year term 
as representative on the Board of Chancellors from the Ameri- 
can Roentgen Ray Society at the American College of Radi- 
ology Annual Meeting and Teachers’ Conference, held in Chi- 
cago, February 5-6. 


Dr. Martin M. Cummings, chief of research in the Veterans 
Administration’s central office, Washington, has been appointed 
a member of the Committee on Cooperative Studies of 
Cardiopulmonary Function Testing. 


Dr. Lloyd G. Lewis, clinical professor of urology, George- 
town University School of Medicine, Washington, has been 
elected an alumni representative to the Hamilton College 
Board of Trustees in Clinton, New York, for a six-year period 
beginning July 1. 

Dr. Henry R. Lyons has returned to Washington after com- 
pleting a three-year residency in psychiatry at the Mayo Clinic, 
Rochester, Minnesota, and is affiliated with Georgetown Uni- 
versity School of Medicine as assistant professor of psychiatry. 

Dr. Thomas M. Foley has moved from Washington to San 
Diego, California. 


- 
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Dr. Joseph C. McCarthy 
Springfield, Massachusetts. 

Dr. Robert E. Moran has resigned as chief surgeon for the 
Washington Redskins, a position he has held for the past 16 
seasons. 


has moved from Washington to 


FLORIDA 


The American Society of Medical Technologists will hold its 
22nd annual national meeting at Miami Beach, June 13-17 
at the co-headquarters hotels, Delano and DiLido. 

The Twenty-Second Annual Graduate Short Course for doc- 
tors of medicine will be held in Jacksonville, George Washing- 
ton Hotel, July 12-16. Dr. George T. Harrell, Jr., newly 
appointed dean of the University of Florida School of Medi- 
cine, Gainesville, will give the lectures on medicine. Dr. H. 
Barton McSwain of the Vanderbilt University School of Medi- 
cine, Nashville, Tennessee, will give the lectures on surgery. 

A course in Hematology will be offered on July 8-10 just 
prior to the Short Course held at the George Washington 
Hotel, Jacksonville. Certified technicians will be admitted and 
other technicians only if sponsored by a physician. 


Dr. George Thomas Harrell, Jr., formerly director of the 
Department of Internal Medicine, Bowman Gray School of 
Medicine of Wake Forest College, Winston-Salem, North Caro- 
lina, has been appointed dean of the College of Medicine of 
the University of Florida, Gainesville. 


Greater Miami Radiological Society has elected Dr. FE. 
Hampton Bryson, Coral Gables, president: Dr. Raymond FE. 
Parks, Miami, vice-president; and Dr. Richard D. Shapiro, 
Miami Beach, secretary-treasurer. 


Dr. Bennett J. LaCour, Jr., Daytona Beach, has been elected 
to the Chamber of Commerce Board of Governors of that 
city. 


Dr. Leon S. Eisenman has opened offices at Hialeah. 
Drs. Richard E. Strain and Irwin Perlmutter, Miami, an- 


nounce the association of Dr. Jack W. Barrett for the practice 
of neurological surgery. 


GEORGIA 


Dr. Fred H. Simonton, Chickamauga, was elected to the 
Board of Directors of the American Academy of General Prac- 
tice at its recent annual meeting held in Cleveland, Ohio. 


Dr. Daniel C. Elkin, Atlanta, chairman of the Department 
of Surgery, Emory University School of Medicine, is chairman 
of the centennial committee for the two-year celebration of 
the centennial year of the University, October 4 and 5. Work- 
ing with Dr. Elkin on the committee are Drs. R. Hugh Wood, 
dean of the medical school; F. Phinizy Calhoun and Edgar 
Fincher, medical professors. State chairmen of the centennial 
committee are: Drs. Hal Davison, Atlanta; Wilmot Littlejohn, 
Birmingham, Alabama; Morris Holtzclaw, Somerset, Kentucky; 
William Clark, New Orleans, Louisiana; E. S$. Faison, Char- 
lotte, North Carolina: W. L. Pressly, Due West, South Caro- 
lina; Jack Cleveland, Coral Gables, Florida; and Frank Bran- 
nen, Chattanooga, Tennessee. Six of the nation’s most out- 
standing physicians will appear on the program: Dr. Stanhope 
Bayne-Jones, director of research for the U. S. Army Medical 
Department; Georgia-born Dr. Alfred Blalock, now of Johns 
Hopkins University School of Medicine, Baltimore, Maryland; 
Dr. John F. Fulton, professor of the history of medicine, Yale 
University; Dr. Evarts Ambrose Graham, Barnes Hospital, St. 
Louis, Missouri; Dr. Alan Gregg, vice-president of the Rocke- 
feller Foundation; and Dr. Cyrus C. Sturgis, professor of 
medicine, University of Michigan. The Emory medical school 
grew from the Atlanta Medical College founded in 1854. 


Georgia Heart Association will hold its annual meeting and 
scientific sessions in Savannah, General Oglethorpe Hotel, 
September 23-25. 

Savannah Obstetrical and Pediatric Society has elected Dr. R. 
Ruskin King, president; and Dr. Lawrence Bodziner, secretary- 
treasurer. 


Savannah Tumor Clinic, Inc., has the following newly 
elected directors: Drs. Robert Drane, Ellison R. Cook III, 
William Fulmer, C. A. Henderson, Lee Howard, Sr., A. J. 
Kelley, J. C. Metts, L. M. Friedman, R. L. Oliver, S. F. 
Rosen, Peter Scardino and M. M. Snyder. 

Dr. George B. Smith, Rome, has been elected chairman of 
the board of directors of the National City Bank. 

Dr. Charles K. Singleton, Elberton, has opened offices in 
the Wight Building, Cairo. 

Dr. Floy Rogers, Coleman, who has practiced in the commu- 
nity fifty-seven years, was honored recently with a surprise 
dinner on his 78th birthday. 

Dr. C. V. Johnson, East Point, has joined the staff of the 
Lee M. Happ Jr., Memorial Hospital, Hiawassee. 
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Dr. W. Devereaux Jarratt, has opened offices in Macon 
after studying, teaching and practicing at Northwestern Uni- 
versity School of Medicine, Chicago. 

Dr. K. S. Hunt, Griffin, has been elected president of the 
Griffin Hospital Care Association. 

Dr. M. E. Winchester, Brunswick, has been named ‘Pro- 
gressive Citizen of the Year.’ He is Glynn County health 
commissioner and hospital administrator. 

Dr. Ralph O. Bowden, Savannah, has been elected president 
of the Physicians Service Association of Savannah. Other offi- 
cers are Drs. John Elliott, vice-president; Monroe Epting, C. 
W. Westerfield, L. B. Dunn, John Zirkle, J. H. Pinholster, L. 
M. Freedman, David Phillingim, G. W. Goldenstar and W. B. 
Crawford, Jr., directors. 


Dr. E. Carson Demmond, Savannah, has been re-elected 
president of the Hospital Service Association of Savannah. 

Dr. John A. Duncan, Augusta, former head of the medical 
department for du Pont at the Savannah River Project, has 
opened offices for private practice. 

Construction is soon to begin on the $23,000,000 Grady Hos- 
pital, Atlanta, and it is estimated the building will be com- 
pleted by January 1957. 

The Piedmont Hospital Fund has reached $1,240,621.38. The 
entire fourth floor of one of the wings of the new 238-bed 
hospital will be named in memory of Dr. James Edgar Paullin. 
Another memorial will honor Dr. Montague Boyd, as the new 
urological department will be named for him. Other doctors 
who have had gifts designated in their memory are: Drs. 
Thomas J. Collier, Michael Hoke, Floyd W. McRae, James L. 
Pittman, H. C. Sauls and William F. Shallenberger. 


KENTUCKY 


Kentucky State Medical Association will hold its next an- 
nual meeting in Louisville, September 21-23. 

Kentucky Public Health Association will hold its next an- 
nual meeting in Louisville, Seelbach Hotel, May 19-21. Dr. 
Sam Moore, Greensburg, is president. 

The president of the Kentacky State Medical Association, 
Dr. J. Duffy Hancock, Louisville, has appointed a Committee 
on Cerebral Palsy: Drs. Orville Miller, Louisville, chairman; 
Frank Duncan, Monticello; Irving A. Gail, Lexington; Richard 
Grise, Bowling Green; and V. F. Voss, Louisville. Also a 
Kentucky State Medical Association Diabetic Committee: Drs. 
Ben Hollis, Louisville, chairman; Thomas Hobbs, Lexington; 
Thomas Gilbert, Bowling Green; Wendell Lyon, Ashland; and 
Edward J. Stratman, Fort Thomas. 


Dr. Fred W. Rankin, Lexington, who has been on the 
surgical staff of the University of Louisville School of Medicine 
for over thirty years and professor of surgery since 1941, was 
honored when the amphitheatre at the Louisville General 
Hospital was named the Fred W. Rankin Amphitheatre. It 
has been completely renovated with seating capacity increased 
to 


Dr. Fred P. Moberly, Lexington, has been appointed to 
serve as a member of the State Board of Health for a term 
to expire December 31, 1954, filling a vacancy created by the 
death of Dr. George S. Conn, Louisville. 


Dr. Alex J. Steigman, Louisville, succeeds Dr. Leonard T. 
Davidson, Louisville, as head of the Department of Pediatrics, 
University of Louisville School of Medicine, effective July 1. 


Dr. William C. Roland, formerly of Rhode Island, has 
located in Pikeville for the practice of orthopedic surgery. 


Dr. Champ Ligon, Lexington, has joined the staff of Eastern 
State Hospital, Lexington. 


Dr. Bernard Schneider, Louisville, has been awarded the de- 
gree of Master of Medical Science for graduate work in ob- 
stetrics and gynecology at the Spring Convocation of the 
University Council of the University of Pennsylvania, his 
thesis, “Cesarean Section in a Small Urban Hospital, 1944- 
1951.” 

Dr. Harold Funke, formerly of Bardwell, has joined the 
staff of Central State Hospital, Lakeland. 


Dr. Joseph Bell, Louisville, was re-elected to a three-year 
term on the Board of Chancellors representing the Radio- 
logical Society of North America, at the American College of 
Radiology Annual Meeting and Teachers’ Conference, held 
in Chicago, February 5-6. 

The United Mine Workers of America, Welfare and Retire- 
ment Fund has sponsored the formation of the Memorial Hos- 
pital Association to construct and operate ten hospitals, stretch- 
ing over 250 miles of Appalachian Mountain territory and 
providing 1,035 beds. The six hospitals in Kentucky will be 
constructed at Harlan, Middlesboro, Hazard, McDowell, Pike- 
ville and Whitesburg. 
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Serpasil 


A pure crystalline alkaloid of Rauwolfia serpentina 


No other rauwolfia product offers such 


Unvarying potency /Accuracy in dosage /Uniform results 


Tablets 0.25 mg. and 0.1 mg. 
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when his need is greatest... postoperatively 


Severe or rapid depletion of water-soluble vitamins is effectively 
and optimally countered by ASF — Anti-Stress Formula. Fulfilling 
the recommendations of the Committee on Therapeutic Nutrition, 
National Research Council, ASF supplies the critical vitamin needs 
of the patient during periods of physiological stress. 


Each ASF Capsule contains: Thiamine Mononitrate .. 


Riboflavin ................. 

Niacinamide 100 mg. 
Pyridoxine Hydrochloride ......................... 2 mg. 
Calcium Pantothenate 2220.2... 20 mg. 
Ascorbic Acid .......... ; 
Vitamin B. Activity . 
Folic Acid ............... 1.5 mg. 
Menadione (vitamin K analog) mg. 


Dosage: 2 capsules daily in severe pathologie conditions; 
1 capsule daily when convalescence is established. 


stress K * Supplied: bottles of ago ~ 
S (Anti-Stress Formula) 


BASIC PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 
536 Lake Shore Drive, Chicago 11, Illinois 


: 
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10 mg. 
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“SHARP 
DOHME 


DIVISION OF MERCK & CO., Inc. 
Philadelphia |, Pennsylvania 


Gratifying relief from 


urogenital distress 


PYRIDIUM 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes, the purely local analgesic 
action of PyriDIUM acts to relieve the patient 
suffering from distressing pain, burning, urgency 
and frequency that accompany urinary infections. 

Because PyriDIUM is compatible with sulfona- 
mides and antibiotics, its concomitant use with 
any of these indicated agents is feasible in pylone- 
phritis, cystitis, urethritis and prostatitis. 


SUPPLIED: in 0.1 Gm. (14 gr.) tablets, in vials of 
12 and bottles of 50. 


PyripIuM is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 
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Continued from page 524 
LOUISIANA 


American Society for the Study of Sterility will meet in New 
Orleans, Roosevelt Hotel, May 13-15. 


The Woods Schools of Langhorne, Pennsylvania held the 
1954 Spring Conference of the Child Research Clinic in New 
Orleans, April 9 and 10. 

Dr. Michael E. DeBakey, formerly of New Orleans, now of 
Galveston, Texas, is one of the two United States surgeons 
presented with the Rudolph Matas Award in Vascular Surgery. 
[his is the sixth and seventh time the award has been pre- 
sented since it was established in 1933 in honor of Dr. Rudolph 
Matas, emeritus professor of surgery, Tulane University School 
of Medicine, New Orleans. 

Dr. Wallace H. Clark, currently a pathologist for the U. 
Army at Fort George G. Meade, Maryland, now instructor in 
pathology, Tulane University School of Medicine, New Or- 
leans, has been awarded a $30,000 grant from the John and 
Mary R. Markle Foundation, with $6,000 allotted each year 
for five vears. Dr. Clark will continue his teaching and re- 
search in the field of pathology. 

Tulane University School of Medicine, New Orleans, has 
been awarded a $107,712 grant by the National Institute of 
Mental Health for a research study of children who have 
repeated accidents. The study will be directed by Dr. Irwin 
M. Marcus, associate professor of psychiatry at Tulane, and 
director of the child psychiatry unit of the school. 

Southern Baptist Hospital, New Orleans, has installed, Dr. 
John F. Oakley, president; Dr. Norton Voorhies, vice-president; 
Dr. Fred King Vaughan, secretary; and Dr. Dan Baker, treas- 
urer. Drs. Edwin H. Lawson, J. Morgan Lyons, Joe Wells and 
J]. Kelly Stone were elected to the executive committee. 


An organization meeting of physicians interested in diabetes 
was held April 20 to form a local diabetes organization in New 
Orleans. 

Dr. C. Grenes Cole, New Orleans, has been appointed to the 
Advisory Committee of the State Journal Advertising Bureau 
by the Board of Trustees of the American Medical Association, 
to replace Dr. Julian P. Price, who resigned since he is no 
longer editor of a member publication. 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TEN NESSEE 


THE NEW 


EYE, EAR, NOSE and THROAT 


A three months’ combined full time refresher course 
consisting of attendance at clinics, witnessing opera- 
tions, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on 
the cadaver; clinical and cadaver demonstrations in 
branchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology, bacteriology 
and embryology; physiology: neuro-anatomy; anes- 
thesia; physical medicine; allergy; examination of pa- 
tients pre-operatively and follow-up post-operatively in 
the wards and clinics; attendance at departmental and 
general conferences. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A comtaned course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds, dem- 
onstration of cases; pathology; radiology; anatomy; 
operative proctology on the cadaver; attendance at de- 
partmental and general conferences. 


YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


DERMATOLOGY and SYPHILOLOGY 


A three year course fulfilling all the requirements of the 
American Board of Dermatology and Syphilology. Also 
five-day seminars for specialists, for general practitioners 
and dermatopathology. 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of 
application and doses of radiation therapy, both x-ray 
and radium, standard and _fluroscopic procedures. A 
review of dermatological lesions and tumors susceptible 
to roentgen therapy is given, together with methods and 
dosage calculation of treatment, special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media such as_bronchog- 
raphy with Lipiodol, uterosalpingography, visualization 
of cardiac chambers, perirenal insufflation and myel- 
ography. Discussions covering roentgen departmental 
management are also included; attendance at depart- 
mental and general conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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RIKER LABORATORIES, INC. 


Relieves symptoms of hypertension and 


genders a feeling of tranquil well-being. | ° 


Slows the heart rate moderatel) 


reduction in blood pressure. 


in Mild, Labile Hypertension 
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Dr. R. H. Felix, director, National Institute of Mental 
Health, Bethesda, announces that single copies of the new 
edition of the publication, Traiming and Research Opportuni 
ties under the National Mental Health Act, may be obtained 
free of charge from the National Institute of Mental Health, 
Bethesda 14, Marvland. If the person interested in applying 
for a traineeship will indicate in which profession he wishcs 
to apply, a list of the universities and training centers award 
ing Public Health Service traineeships in that profession will 
be enclosed with the pamphlet. Copies may also be purchased 
for 10 cents each with a 25 per cent discount on orders for 
100 or more to be sent to one address, by ordering from the 
Superintendent of Documents, U. S$. Government Printing 
Office, Washington 25, D. C. 

Dr. Ross L. McLean, chief of medical service at the Veter- 
ans Administration Hospital, Baltimore, is a member of the 
VA Committee on Cooperative Studies of Cardiopulmonary 
Function Testing; and Dr. Richard L. Riley, Johns Hopkins 
University, Baltimore, a VA consultant, is also a member of 
the committee. 


MISSISSIPPI 


Dr. R. B. Caldwell, Baldwyn, was elected president of the 
Mid-South Postgraduate Medical Assembly at its recent meet 
ing held in Memphis, Tennessee. 

Association of American Physicians and Surgeons held a 
meeting in Jackson, April 1-3 


MISSOURI 


Missouri Public Health Association will hold its next annual 
meeting in St. Joseph, May 6-8. 

American Psychiatric Association will hold its next meeting 
in St. Louis, May 3-7. Dr. R. Finley Gayle, Jr., Richmond, 
Virginia, is secretary. 

School Health Education Workshop will be held at Central 
Missouri State College, Warrensburg, July 6-8. 
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St. Elizabeth’s Hospital 


Richmond 20, Virginia 


Staff 


Guy W. Horsley, M.D.. General Surgery and Gynecology 


D. Coleman Booker, M.D. 
General Surgery and Gynecology 


Austin I. Dodson, M.D. ee : Urology 
Austin I. Dodson, Jr., M.D. Urology 
Douglas G. Chapman, M.D. Internal Medicine 
Elmer S. Robertson, M.D. ..... Internal Medicine 
T. E. Stanley, M.D. : .... Internal Medicine 
Fred M. Hodges, M.D. ; .. Roentgenology 
L. O. Snead, M.D. Roentgenology 
Hunter B. Frischkorn, Jr., M.D. Roentgenology 
Helen Lorraine .......Medical Ilustration 


Administration 


William Scott ; Business Manager 


School of Nursing 


The School of Nursing is affiliated with the Johns 
Hopkins Hospital School of Nursing for a three months’ 
course each in Pediatrics and Obstetrics, and with 
Tucker's Hospital in Richmond for a 12 weeks’ course 
in Phychiatry. 


Address: Superintendent of Nurses 
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Each scored tablet contains: 
Estrogenic Substances* .. 1 mg. 
(10,000 1.U.) 
*Naturally-occurring equine estrogens 
(consisting primarily of estrone, with 
small amounts of equilin and equilenin, 
and possible traces of estradiol) physi- 


ologically equivalent to 1 mg. of 
estrone, 


Available in bottles of 15 tablets. 


The Upjohn Company, Kalamazoo, Michigan 
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Upjohn 


oral 
estrogen-progesterone 
effective in 

menstrual disturbances: 


Cyclogesterin 
tablets 
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Triethanolamine trinitrate biphosphate, Leeming, tablets, 2 mg. 


Clinical excellenc4 


SUMMARY! (From the Department of Medicine, McGill University) 


Daily number of anginal attacks during: 


Condition of Patients Control period | Placebo A | METAMINE Placebo B 
(3-4 weeks) (3 weeks) (3 weeks) (3 weeks) 
1. Angina of effort, coronary Average: 7 Average: 8 | Average: 0.75 | Average: 5.5 
occlusion; man, 53 years old | Range: 5-12 | Range: 5-11 | Range: 0-8 Range: 1-9 
2. Angina of effort; man, Average: 9 Average: 7 | Average: 4 Average: 4.4 
45 years old Range: 7-12 | Range: 5-12 | Range: 0-6 Range: 3-6 
3. Angina of effort; man, Average: 4.5 | Average: 4.2| Average:2.6 | Average: 4.5 
50 years old Range: 3-6 Range: 2-8 | Range: 0-3 Range: 3-8 
4. Angina of effort, coronary § Average:6.5 | Not Average: 3.5 | Average: 6.5 
occlusion; man, 40 years old | Range: 4-9 administered| Range: 0-5 Range: 4-9 
5. Angina of effort, coronary Average: 7.2 | Average:8 | Average: 3.5 | Not administered 
occlusion; man, 57 years old | Range: 2-10 | Range: 3-12 | Range: 0-8 because patient 
(8 days only) | developed upper 


respiratory infection. 


Thes 


é 
/ 


Vol. 47 No. 5 SOUTHERN MEDICAL JOURNAL 
er Numerous clinical and experimental studies since 
rd A 1946 indicate that MeTAMINE is ideally suited for 
/ > routine prevention of anginal attacks because of 


low (2 mg.) effective dose, prolonged action, and 

\ \\ . exceptional freedom from side effects. Taken rou- 

\\ \ | tinely, MeraMiNE prevents attacks of angina pec- 

\ 9 3 atl : toris or greatly diminishes their number and sever- 


/ itv.! The entire circulation appears to benefit,” and 
\ the anginal patient may resume a life of useful 

\ Z activity under continuing treatment with this 

Pie wwe new, low-dose, long-acting coronary vasodilator. 
DosAGE TO PREVENT ANGINA PECTORIS: 1 tablet 

(2 mg.) after each meal, and 1 to 2 tablets (2 to 

4 4 mg.) at bedtime. Full preventive effect is usu- 


ally attained after the third day. Bottles of 50 
and 500 tablets. 


ain prevention of 
angina pectoris 


= 
EE! 
= References: 
1. Palmer, J.H., and Ramsey,C.G.:CanadianM.A.J., 
65:16, July, 1951. 
d | ODE 2. Pfeiffer, H.: Klin. Wochenschr., 28:304, 1950. 


— Thos Leeming b CoInc. 155 East 44th St., New York 17, N.Y. 
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O'Brien and Schweitzer 


By increasing the concentration of bile... 
in the intestine, gastrointestinal motility 
is improved... 
e Gauss 
With the increased flow of bile, the stool becomes 
larger, bulkier, well-formed and moist. Defecation 


becomes satisfactory to the patient, leaving him 
with a sense of well being... 


... for smoother laxation 


Samples? Write to Geo. A. Breon & Co., 1450 

Broadway, New York 18, N. Y. Each tablet con- 

tains Ketocholanic acids (3 grs.) and Desoxycholic 

acid (1 gr.). 

®@ O'Brien, G. F. & Schweitzer, 1. L.: The Med. Clinics of North 
America, W. B. Saunders, 1953, p. 163. 

®@ Gauss, H.: Am. Jrl. Dig. Dis. 10:141 (1943) 


safer tranquilizer-antihypertensive 
A pure crystalline alkaloid of Rauwolfia serpentina = 
: Tablets 0.25 mg. ond 0-1 mg. 
facts 
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but you can’t make him eat it! 


There will be much less balking at diets, however, if you advise the patient to add Ac’cent to his food. 
Ac’cent, though not adding a flavor of its own, brings out the natural flavors 

of foods. It makes heavy seasoning unnecessary. Even in foods that are held for a 

long period of time, Ac’cent retains the true delicious flavors. 

Ac’cent, obtained from natural food sources, is 99+ % pure monosodium glutamate 

in crystal form. It is not a synthetic chemical, and it is nontoxic. Ac’cent contains 


12.3 per cent of sodium. Include Ac’cent in your special (Cixi re ate 2 

diets when indicated . .. “finicky eaters,” too, will find a = te 

it makes food taste better ... it is available at ag 
neighborhood food stores. Learn about Ac’cent at 


first hand . .. visit our exhibit 
May we send you a brochure on Ac’cent® at the A.M.A. meeting — 
(99+ % pure monosodium glutamate) Booth No. M-20. 
makes good food and good cooking taste better! Bi 
AC'CENT, T. M. Reg. U.S. Pat. Off. 
Amino Products Division 
International Minerals & Chemical Corporation * 20 North Wacker Drive, Chicago 6, Illinois 
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‘Spansule’ capsules provide continuous and sustained therapeutic effect for approximately 
10-12 hours—with only one oral dose. S.K.F. is working constantly toward the development 
of new ‘Spansule’ capsules incorporating adaptable therapeutic agents. 


SPANSULE' brand of sustained release capsules 
are made only by S.K.F.—the originators of 


sustained release medication. 


Benzedrine* Sulfate Spansule‘ S 


amphetamine sulfate, S.K.F. 
for day-long relief of psychogenic tiredness 


Dexedrine* Spansulet 
dextro-amphetamine sulfate, S.K.F. 
for day-long control of appetite in weight reduction 


Eskabarb* Spansulet 
phenobarbital, S.K.F. 
for continuous even sedation throughout the day—or night 


ey Teldrin* Spansule* 


12mg. chlorprophenpyridamine maleate, S.K.F. 
for continuous and sustained antihistamine effect 


. 
. 
‘ 
N 
15 mg. 
| 
x 
10 mg. 
15 mg. 
4 


Announcing 


chlorprophenpyridamine maleate, S.K.F. 


BRAND OF SUSTAINED RELEASE CAPSULES 


For Continuous and Sustained Relief of Allergic Disorders 


a highly effective, well tolerated 


in S.K.F.’s unique dosage form 


2 dosage strengths: 8 mg. & 12 mg. 


—chlorprophenpyridamine maleate— 


“*. . the most effective of all antihistamines and has the 
highest degree of safety .. .’”! 


A single dose of one “Teldrin’ Spansule capsule provides a continuous 
and sustained antihistamine effect over a period of 10-12 hours. 


Smith, Kline & French Laboratories, Philadelphia 


1. Margolin, S., and Tislow, R.: Experimental and Clinical Efficacy 
of Trimeton and Chlor-Trimeton Maleate, Ann. Allergy 8:515, 1950. 


* Trademark 
Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 
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ih JOSIAH MACY, JR. FOUNDATION 


Announces three new books 


NERVE IMPU LSE, Transactions of the Fourth Confer- 


+ D cnr 
ence. [dited by: David Nachma Associate Professor 


r mt r rej ty + Ph raecr 
VEU adv versity PAYSICIANS and 


PROBLEMS OF AGING, Transactions of the Fifteenth 
Conference. Edited by: Nathan W. Shock, Section of Gerontology, 
ites of Health and The 


rstit 


National Heart Institute, National Ir 


Baltimore City Hospitals. $4.25. 
PROBLEMS OF INFANCY AND CHILDHOOD 


Transactions of the Seventh Conference: [fdited by Milton J. E. Senn, 
p r of Pediatrics and Psychiatry, Yale University School of Med- 


terling 


ine. $2.75. 


These verbatim transactions of multidiscipline conferences concerning research progress, new 
is, and theories enable the reader to share the give and take of authoritative investigations 


and make stimulating and exciting reading. Much of the material is unobtainable elsewhere 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
SALES OFFICE: P. O. BOX 575, PACKANACK LAKE, NEW JERSEY 


Please make checks payable to Josiah Macy, Jr. Foundation 


the valuable uses of Thyroid 
IN HABITUAL ABORTION’ 


In a series of pregnancies complicated by true habitual 
abortion, 63.5% were associated with lowered thyroid 
function.* This lowered thyroid function is in contrast to 
that found in normal pregnancy, in which an early rise in 
serum protein-bound iodine occurs.'* Thyroid given 
early enough in pregnancy may diminish the tendency to 
abortion in cases in which there is no rise of 
serum protein-bound iodine. 


thyrar provides whole-gland thyroid 
medication at its best. Prepared from beef sources 
exclusively, thyrar undergoes dual standardization—it is 
chemically assayed and biologically tested. How Supplied: 
Tablets of )2, 1 and 2 grains in bottles of 100 and 1000. 

(1) Perlmutter, M.: Metabolism 2: 81, 1953; (2) Jones, 


: G. E. S., and Delfs, E.: LA.M.A. 146: 1212, 1951; (3) 
thyroid therapy Sand Delt Investig. 30: 137, 1951. 


thyrar. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 


(a 


$4.00. 
Une 
im thyrat 
\ 
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After using salt 
Ber throughout life -- 


— it’s a pretty hard blow 
to be told: 


“No salt on anything 


from now on!” 


gives an appetizing tang to 
flat, salt-free diets. Completely sodium-free, 
Neocurtasal brings out the flavor of unsalted foods. 


Wherever sodium restriction is indicated, 
Neocurtasal may be safely prescribed 
to keep the patient on the low sodium diet. 


Neocurtasal is available in 2 oz. shakers and 8 oz. bottles. 


a “ss Write for pad of low sodium diet sheets. 


WINTHROP 


Neocurtasal, 
trademark reg, U.S. & Canada 


Dl Stans New York 18, N.Y. Winosor, ONT. 
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Continued from page 54 


Dr. Ira H. Lockwood, Kansas City, was re-elected for an- 
other one-year term as Chairman of the Board of Chancellors 
of the American College of Radiology Annual Meeting and 
Teachers’ Conference held in Chicago recently. 

Dr. Melvin A. Casberg, former Assistant Secretary of De- 
fense, is associated with the Santa Ynez Valley Medical Center 
in Solvang, California. Dr. Casberg previously was dean and 
associate professor of surgery, St. Louis University School of 
Medicine. 

Dr. E. Frank Ellis, first vice-president of the Social Hygiene 
Society succeeded to the presidency of the society at its 31st 
annual meeting held in Kansas City recently. 

Dr. Guy N. Magness, the immediate past president of the 
St. Louis County Medical Society, was elected president of the 
Missouri State Medical Association at its Council meeting held 
in St. Louis, February 6 and 7. 

Dr. Paul W. Miles, St. Louis, was elected chairman of the 
Midwest Section of the Association for Research in Ophthal- 
mology at the annual meeting held recently in Chicago. 

Dr. Robert FE. Dunshee, who located in Maryville last fall, 
replaces Dr. L. E. Dean as Codaway County physician. 

Dr. F. L. Edwards, Monett, has moved into new offices 
after being associated with Dr. F. T. Kerr for three years. 

Dr. D. J. Brown is associated with the Boonville Medical 


Dr. Omer L. Alberty was honored recently by the Jasper 
County Medical Society, Lions Club, and other civic organiza- 
tions for his 53 vears in medicine, 38 of which were spent in 
Carl Junction. 

Dr. H. F. Wachter, assistant professor of pediatrics, Washing- 
ton University School of Medicine, St. Louis, is associated with 
Dr. H. FE. Petersen, St. Joseph. 

Dr. George Sanders, Excelsior Springs, is medical advisor 
for the recently organized Clay County Cancer Society. 

Plans are under wav for a $2,000,000 building program at 
St. Joseph's Hospital, St. Joseph. 

Dr. Lois C. Wyatt and Dr. Rosemary R. Larkin, both of 
Kirkwood, have opened new offices. 


Continued on page 68 
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Classified Advertisements 


WANTED—Doctor in a prosperous Alabama town located 
near Fayette, good farming section, large territory to serve, 
fully equipped clinic, property may be rented or bought on 
very liberal terms. Reason for this opportunity, doctor's death. 
Contact Mrs. A. H. Bobo, Covin, Alabama. 


FOR SALE OR LEASE—Large brick clinic building on lot 
95 x 180. Full basement partitioned into 4 rooms and kitchen 
—all concrete and dry at all times. .irst floor—entrance hall, 
large reception and waiting room with sun porch glass en- 
closed. Private office, X-ray and dark room, two large treat- 
men trooms. Second floor—corridor full length of building, 3 
double rooms, | single room. Natural gas heating unit furnace, 
air conditioned. All in good repair. Contact S. EF. Mitchell, 
M.D., Malden, Missouri. 


FOR SALE—Picker X-ray Machine 200 M. A. Complete, motor 
table, 2 X-ray tubes. A-1 condition. Half price. Contact A. H. 
Smullian, 326 Ivv Street, N. E., Atlanta, Georgia. 


FOR SALE—Two ear, nose and throat chairs, adjustable, one 
Burton spot light, one telescopic gooseneck lamp. Contact T. 
F. Huev, M. D., 112 Christine Avenue, Anniston, Alabama. 


FOR SALE—Nice office and residence located in growing 
town, population 12,000 near Tampa, Florida. New 98-bed 
hospital recently opened. Present owner in location 33° years 
must give up practice because of age. Wonderful opportunity 
for physician interested in general practice and obstetrics. Dis- 
pense own drugs. Contact Robert C. Black, M.D., Plant City, 
Florida. 


Theocalcin, theobromine-calcium salicylate, exerts a twofold 
action: |) it is an efficient diuretic, and 2) it stimulates the heart 


muscle. 


For most cases of congestive heart failure, a dose of | or 2 
Theocalcin Tablets given 3 times a day will suffice. Theocalcin is 
well tolerated and not likely to cause nausea or headache. 


Theocalcin Tablets, 7! grains (0.5 Gm.) each. Powder, for prescription 


compounding. 


ilhuber-Knoll Corp. Orange, N. J. 
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wide distribution in body tissues and fluidsph 


ont 


extensive experience of ohysicians in successfully 


treating many common infections due to susceptible 
gram-positive and gram-negative bacteria, rickettsiae, 


Spirochetes, lar and protozoa, have 


A 


And of oxytetracycline 


as a broad-specttuitn antibiotie*df choice 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 


The, “clinical advantages of rapid absorption, 
response and excellent toleration\ \ = y the 4 

| 


electrocardiogram 


to furnish an important guide in 


diagnosis and management of pa- 


tients with heart disease. 


— represents the highest engineer- 


ing skill to produce a dependable, 


accurate and fast record of the 


heart’s status quo. It is simple to 


operate and the record is perma- 


nent. Timing and leads are marked 


automatically. 


DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


= 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
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We have ted soils to produce larger crops; 
animals to produce more young, meat, wool, 
milk; and poultry to produce more living chicks, 
eggs and pounds. We take small animals, give 
them or stop scurvy; increase or stop growth; 
increase or prevent reproduction; produce and 
cure rickets; increase the mother’s milk and 
make it richer; create diet deficiency diseases 
and cure them, all through sufficient or defi- 
cient vitamins, mineral salts and protein bal 
ances added to the other well-known food con- 
stituents. 


We can with food facts, now at hand, feed 
children for surer, better growth; men = and 
women for better well being, greater energy and 


longer vouth and life spans. 


One outstanding phase of vitamin research is 
the discovery that certain vitamins, formerly be- 
lieved to be well defined single individuals, are 
actually mixtures of several separated and un- 
separated parts, as for vitamin B. Of major im- 
portance in adequate nutrition is that the whole 
of each vitamin and enough of each are needed 


to do the complete vitamin job. 


So far, in all of research dried brewers’ yeast 
is outstanding for potency and dependability for 
all of the known vitamin B needs. VITA-FOOD 
Red Label (Debittered) and Green Label (Non- 
debittered) Brewers’ Yeast, pioneers, have a long 
record in nutrition and medicine not excelled 
by any other brand. 


VITAMIN FOOD CO., INC. 


187 SYLVAN AVE. 


NEWARK 4, NEW JERSEY 
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Relief and Repair in 


RHEUMATIC CONDITIONS 


Arthritis Sciatica Neuritis Neuralgia Gout 


Glucuronolactone replacement therapy . . . counter- 
acts the degenerative influences of elevated serum 
hyaluronidase in rheumatic patients. 


Salrin . . . sodium-free salicylamide . . . does not 
metabolize to free salicylic acid . . . analgesic. 


Non-Toxic...no known contra- 
indications . . . well tolerated. 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 
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in everyday practice 


PENICILLIN 
still the antibiotic of first 
choice for common infections . . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterial 
range and reduce resistance... 


Three strengths: 
125M, 250M, 500M 


Each tablet contains: 
Penicillin G Potassium, Crystalline 
125,000 (or 250,000 or 500,000) 


units 
Sulfadiazine . . . 0.167 Gm. 
Sulfamerazine . . 0.167 Gm. 


Sulfamethazine. . . . 0.167 Gm. 


Supplied: 

Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 


TRADEMARK, REG. U.S. PAT. OFF. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Dr. Roland L. Wiggins has opened offices in Columbia for 
the practice of internal medicine. 

Dr. Martin J. Mueller has been appointed as Medical Con 
sultant for the Kansas City Office of Vocational Rehabilitation, 
filling the vacancy caused by the death of Dr. Herbert L. 
Mantz. 

Construction is to start soon on the new building of the St. 
Vincent's Hospital Expansion program. ‘The largest single con 
tribution to this program up to a recent date is 512,000 from 
[he Greater Kansas City Laborers District Council. 

Dr. Wm. B. Kountz, St. Louis, is chairman of the American 
Committee on Cooperation of the Third International Geronto 
logical Congress to be held in London, July 19-23. Abstracts 
of papers to be presented are being received by Dr. Kountz, 
660 S. Kingshighway, St. Louis 10. Those who plan to attend 
are urged to make reservations through Mrs. Viola’ Kelly, 
International Association of Gerontology, 660 S. Kingshighway, 
St. Louis 10. 

Dr. Charles C. Conover, Kansas City, was paid high tribut« 
recently by the medical staff and trustees of the Trinity. Luth 
eran Hospital. The occasion for the review of his 53° vears 
in the practice of medicine was the unveiling of a portrait of 
the physician given to the hospital by the medical staff. 

\ $16,686 grant to St. Louis University School of Medicine 
has been renewed by the Atomic Energy Commission for the 
effects of radiation on rickettsial and virus infections. 

The Marshall-Carrollton School for Feeble Minded Epileptics 
will be built at Higginsville, increasing the facilities for such 
patients by about 500. 


NORTH CAROLINA 


Dr. John R. Bender, Winston-Salem, retiring as member of 
the Board of Directors of the American Academy of General 
Practice, was elected vice-president at the annual meeting of 
the Academy held recently in Cleveland, Ohio. 

Dr. James Warren, chief of medical service at the Veterans 
Administration Hospital, Durham, is a member of the VA 
Committee on Cooperative Studies of Cardiopulmonary Func- 
tion Testing. 

Dr. Joseph J. Combs, Raleigh, was elected a member of the 
executive committee of the Federation of State Medical Boards 
at the annual meeting held in February. Dr. Combs is secretary 
of the North Carolina State Board of Medical Examiners. 

Dr. Christopher T. Bever, formerly of Rockville, Maryland, 
has assumed duties as associate professor of psychiatry, Uni 
versity of North Carolina School of Medicine, Chapel Hill. 

Dr. George C. Hamm, Chapel Hill, has been elected to 
membership in the American Psychoanalytic Association. 

Dr. Jack M. Waldrep has opened an office in Greensboro for 
the practice of urology. ’ 


Dr. Samuel T. Register has opened an office in Clearwater, 
Florida for the practice of ophthalmology. 

Dr. Joseph Carpentieri, clinical director of the Mental Hy- 
giene Clinic of Raleigh and Wake County, has opened a pri 
vate office for the practice of psychiatry in Raleigh. 


OKLAHOMA 


Southwestern Surgical Congress will meet in Oklahoma City, 
September 27-29. Dr. C. R. Rountree, Oklahoma City, is 
secretary. 


SOU TH CAROLINA 


A 30-bed $300,000 hospital is to be built in) Woodruff, as 
announced by the county board, which will be a subsidiary 
of Spartanburg General Hospital. 

Chester County Hospital has elected Dr. M. LL. 
Chester, chief of the medical staff; Dr. A. J. 
Falls, vice-president; and Dr. C. W. 
secretary-treasurer. 


Marion, 
Reinovsky, Great 
Brice, Jr., Chester, 


_ The 42-bed Barnwell County Hospital, now under construc- 
tion, is expected to be completed within a vear. 

A 30-bed $528,000 hospital is under construction at Winns 
boro, which can later be increased to 50 beds. It is for white 
and negro patients. 


Continued on page 71 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Grounds 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 


in refractory or 


relapsing cases 


ERYTHROMYCIN 
the antibiotic of choice 
against resistant 
Gram-positive cocci. .. 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 
Erythromycin. ..... 100 mg. 
Sulfadiazine ..... 0.083 Gm. 
Sulfamerazine ... . 0.083 Gm. 
Sulfamethazine . . . . 0.083 Gm. 
Supplied: 


Protection-coated tablets 
in bottles of 50 and 500. 


TRADEMARK 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Conway Hospital has re-elected Dr. R. C. Smith, president; 
and elected Dr. Edward Proctor, vice-president; and Dr. Wayne 
Reeser, secretary-treasurer. 

Ihe new Ware Shoals Medical Clinic has been formed at 

Ware Shoals by Drs. F. C. McLane, H. B. Morgan and W. J. 
Holloway. 
Tri-State Medical Association of the Carolinas and Virginia 
met in Charleston, February 22 and 23 and installed Dr. F. E 
Kredel, Charleston, president; and elected Dr. Paul D. Camp, 
Richmond, Virginia, president-clect. The next annual meeting 
will be held at Old Point Comfort, Hotel Chamberlain, in 
February, 1955. 

Dr. Orin Yost, formerly of Orangeburg, has opened offices 
in Ormond Beach, Florida, practice limited to psychiatry. 

Dr. Joe Stewart, Greenville, has moved to Fountain Inn and 
is associated in practice with Dr. Walter McLawhorn. 


PENNESSEI 


Dr. R. L. Sanders, Memphis, is head of a group of some 80 
Memphis physicians soliciting members tor contributions for 
funds to complete the I3-story addition to the Memphis Bap 
tist Hospital. 

Dr. Sam Sanders, Memphis, chairman of the Section on 
Larvngology, Otology and Rhinology of the Scientific Assembly 
of the American Medical Association, will deliver an address 


at the section meeting in San Francisco on June 22. 


Dr. C. L. Grabeel has opened an office in Spring City for 
the practice of medicine. 

Dr. Clifford Ludington is in practice at Dunlap following 
surgical training at Erlanger Hospital. 

Dr. C. C. Johnson has been elected mavor of Rogersville. 

Dr. George Harvey, formerly of Jackson, Mississippi, has 
joined Dr. W. LT. Fitts of the Fitts-White Clinic, Jackson, for 
the practice of medicine. 

Dr. Frank A. Moore, manager of the Jackson Clinic, is new 
president of the Jackson-Madison County Health Advisory 
Committee, 

Dr. Bernard J. Pass has opened offices in the Doctors Build- 
ing, Nashville, for the practice of dermatology. 


PHARMACIA LABORATORIES, Inc. 
Executive Offices: 270 Park Ave., New York 17, N. Y. © Sales Office: 300 First Street, N. E., Rochester, Minn. 
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Dr. Dan C. Roehm has joined Dr. J. B. Hibbitts, Jr., Nash 
ville, in the practice of internal medicine. 

Dr. Joseph D. Robertson has opened an office in the Doc 
tors Building, Nashville, for the practice of medicine and 
surgery. 

Dr. Charles C. Smeltzer, Knoxville, was elected a_ vice 
president of the Mid-South Postgraduate Medical Assembly at 
its annual meeting held in Memphis in February. 

Dr. David Turner, formerly of Jasper, is associated with 
the Hixson Hospital and Clinic at Hixson. 

Dr. Howard W. Whitaker has located in Savannah for the 
practice of surgery. 

Dr. Robin F. Mason is new chief-of-staff of the Methodist 
Hospital, Memphis. 

Dr. P. J. Batson and Dr. B. W. King, both of Millington, 
have been named to the General Practice staff of the Univer- 
sity of Tennessee School of Medicine, Memphis. 

Dr. I. L. Arnold has opened offices in the Medical Arts 
Building. Dr. Arnold was formerly associated with the Isbell 
Eye, Far, Nose and Throat Hospital at Chattanooga. 


TENAS 


Dr. Joseph W. Batch (Colonel) has been assigned to duty 
as the Chief of Brooke Army Hospital's orthopedic service, 
succeeding Dr. Ralph Reiner (Colonel) who has returned to 
civilian practice with offices in San Antonio. 

Dr. Thomas B. Bond, Fort Worth, was elected president 
elect of the Radiological Society of North America at its an 
nual meeting held recently in Chicago. At this meeting this 
organization presented a Certificate of Merit for clinical in 
vestigation to Drs. Gilbert H. Fletcher, George S. Loquvam and 
Jacob W. Old, of Houston. 

the Texas Society of Ophthalmology and Otolaryngology at 
its 28th annual meeting held recently installed Dr. John L. 
Matthews, San Antonio, president; and elected Dr. A. E. Jack- 
son, Forth Worth, president-elect; Dr. James T. Robison, Aus- 
tin, vice-president; and Dr. Gatlin Mitchell, Fort Worth, secre 
tarv. Dr. J. D. Singleton, Dallas, will serve again as treasurer; 
and Dr. FE. D. Dumas, San Antonio, became chairman of the 
councilors, 


Continued on page 72 


“A program of treatment 
for chronic ulcerative colitis... 
as described by Lester M. Morrison, M.D., Los Angeles’ 


...is based on the use of 1) azopyrine*, 2) ACTH or 
cortisone and 3) psychotherapy.” 


“Azopyrine* .. . has been effective in controlling the disease in approxi- 
mately two-thirds of patients who had previously failed to respond to 
standard colitis therapy currently in use.” 


1. Rev. Gastroenterology 20:744 (Oct.) 1953; abstract in J. A. M. A., 153:1580 (Dec. 26) 1953. 


available under the name... dine 


literature on request from 


RAND OF SALICYLAZOSULFAPYRIDINE 


— 


Vol. 47 No. 5 SOUTHERN MEDICAL JOURNAL 7i 
in 
A real advantage treating 
Peptic Ulcer 


Tablets 
COUNCIL ACCEPTED 


A recent clinical report continues to confirm that ALGLyN Tab- 
lets possess all of the theoretical attributes of an insoluble 
non-systemic antacid. Because of ‘the rapid disintegration and 
prolonged activity in gastric juice...”! dihydroxy aluminum 
aminoacetate (ALGLYN) is both a rapid and long-acting antacid, 
and is truly effective in tablet form. 

Hammarlund and Rising,? comparing the buffering capacities of 
the most widely prescribed antacids in vitro found ALcLyn Tab- 
lets to be as good or better than antacid preparations in liquid 
or suspension form, and concluded that “dihydroxy aluminum 
aminoacetate (ALGLYN) gives both rapid and prolonged effect.”? 

Each pleasant tasting ALGLYN Tablet contains 0.5 Gm. dihy- 
droxy aluminum aminoacetate, N.N.R. posace: | to 2 tablets, 
1 to 2 hours after meals and at bedtime. 


1 Current Med. Dig., 20:112, 1953 (reprint on request). 2. J) Am. Pharm. A., Sc. Ed., 38:586, 1949. 


The ulcer patient with coexisting spasm or intestinal hypermo- 
tility requires, in addition to antacid therapy, a spasmolytic and 
a sedative. The Matctyn formula is designed to provide prompt 


When control for these refractory patients. 
; DOSAGE: | to 2 tablets, 1 to 2 hours after meals and at bedtime. 
spasm FORMULA: Each Mauctyn Tablet contains: Dihydroxy Aluminum 


; Aminoacetate, N.N.R. 0.5 gm. (7.7 gr.); Belladonna Alkaloids (as 
coexists... sulfates), 0.162 mg. (1/400 gr.); Phenobarbital, 16.2 mg. (4 gr.) 


Dihudrozy Aluminum Aminoacetate, N.N.R. Belladonna Alkaloids Phenobarbital Alm-2 


® 
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armatini 
acuvated. 


a fresh response, 


vigorous improvement 


7 
cx 


1, 


acuvated. 


Vitamin B,, plus essential 


hematopoietic activators 


Each Armatinic Activated capsulette SEE 
contains: ‘ 
Ferrous Sulfate Exsiccated. . 200 mg. . 
Vitamin Biz... 10 meg. 
Folic Acid 1 mg. 
Vitamin C 50 mg. ee ty 
Liver Fraction 2, N.F. with Peeters 
Duodenum (containing Intrinsic 
Bottles of 100 and 1000. 
Also available: Armatinic Liquid 
THE ARMOUR LABORATORIES 
® A DIVISION OF ARMOUR & COMPANY CHICAGO 11, ILL. 
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Texas Radiological Society at its recent meeting installed Dr. 


Fk. F. Lyons, Jr., San Antonio, president; and elected Dr. Mar 
tin Schneider, Galveston, president-elect; Dr. T. G. Russell, 
Houston, second vice-president. Dr. R. P. O'Bannon, Fort 


Worth, remains secretary-treasurer and Dr. R. 
tin, historian. 


Dr. Charles T. Stone, professor of medicine, University of 
Texas Medical Branch, Galveston, went to Germany in Febru- 
ary for a month's visit upon the invitation of the government 
of West Germany. He visited German medical and hospital 
installations and centers. 

Dr. Henry H. Holle, recently regional medical director 
(ten states) of the United States Public Health Service with 
headquarters in New York, succeeds Dr. George W. Cox as 
state health officer of Texas. Dr. Cox resigned effective March 
1 after seventeen years as head of the Texas State Department 
of Health. 

Dr. M. L. Gray, Jacksonville, has been recognized for out- 
standing civic service for 1953 by the local Lions Club which 
presented him with a bronze plaque for his work with a well 
baby clinic. 

Dr. John E. Hill, Marshall, succeeds Dr. Carl McCurdy as 
chief surgeon of the Texas an@ Pacific Railway Company. Dr. 
McCurdy retired that position after 42 years of medical service. 

An Advisory Committee of citizens interested in furthering 
the program administered by the Board for Texas State Hospi- 
tals and Special Schools is composed of Drs. Hamilton Ford, 
Galveston; John A. Wiggins, Fort Worth; Edgar S. Ezell, Fort 
Worth; and Henry R. Hoskins, San Antonio. 


T. Wilson, Aus 


VIRGINIA 
The Medical Society of Virginia will hold its next annual 
meeting jointly with the Medical Society of the District of 


Columbia in Washington, D. C., Shoreham Hotel, October 31- 
November 3. 

Dr. Paul D. Camp, Richmond, was named president-elect of 
the Tri-State Medical Association of the Carolinas and Vir- 
ginia at the annual meeting held recently in Charleston, South 
Carolina. Dr. A. A. Creecy, Newport News, was clected Vir- 
ginia’s vice-president. Old Point Comfort was chosen for the 
next annual meeting to be held in February, 1955. 

Ihe Mental Hygiene Society of Virginia has changed its 
name to the Virginia Association for Mental Health. Dr. Gran- 
ville L. Jones, Williamsburg, was elected president at the 
recent annual meeting; and Dr. Rex Blankinship, Richmond, 
2nd vice-president. 

Dr. K. D. Graves, Roanoke, was installed vice-president of 
the Federation of State Medical Boards at the annual meeting 
held in Chicago in February. 

Dr. John P. Lynch, Richmond, has been named chairman 
of a five-member advisory committee to the Instructive Visiting 
Nurses Association. Other members are Drs. Coleman Booker, 
Hubert Dougan, James B. Black and Gwendolyn Hudson. 

Dr. J. M. Emmett, Clifton Forge, has been reappointed for 
another four-year term on the board of visitors of the Univer- 
sity of Virginia. 


WEST VIRGINIA 


West Virginia State Medical 
annual meeting at White 
August 19-21. 

The annual Regional Meeting of the West Virginia Chapter 
of the American College of Surgeons will be held on the 
afternoon of August 19, the first day of the staie meeting. Dr. 
Paul H. Revercomb, Charleston, is the West Virginia Governor. 

Dr. John R. Parsons, Princeton, has accepted appointment 
as chief surgeon at the C. and O. Hospital in Huntington, 
succeeding the late Dr. Robert J. Wilkinson and assuming 
new duties on March 1. Dr. Parsons has been a member of 
the surgical staff of Mercer Memorial Hospital since 1951. 

Dr. R. W. Hibbard, who has completed a residency in psy- 


its 87th 
Greenbrier, 


Association will hold 
Sulphur Springs, The 


chiatry at the Indiana University Medical Center, Indianapo- 
lis, Indiana, has resumed the practice of his specialty in 
Huntington. 


Dr. John J. Yeager, Huntington, has moved to Lexington, 
Virginia, where he is a member of the radiological staff of the 
Stonewall Jackson Hospital. 

Dr. William A. Shafer, Bluefield, has moved to Erie, Penn- 
svylvania, where he will continue the practice of neurosurgery. 

Dr. Paul R. Copeland, chief medical officer of the Veterans 
Administration Center, Martinsburg, is the new manager of 
the 200-bed general medical and surgical hospital at Beckley, 
succeeding Dr. Blanton E. Russell, who recently was named 
manager of the new Cincinnati, Ohio VA hospital. 
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comprehensive. antianemia therapy 
& 
x] Od 


a vitamin-mineral formulation 


of 21 balanced factors, 
supplementing the depleted diet 


each capsule of Litera contains: high-potency capsules 
Vitamin 5,000 U.S.P. Units Speerfically designed to 
500 U.S.P. Units meet increased nutritional 
Thiamine Hydrochloride |... 3 mg. needs during illness 

Pyridoxine Hydrochloride .................... 0.5 mg. each capsule of 

Calcium Pantothenate 5 mg. 

Mixed Tocopherols (Type IV) .............. 5 mg. ‘ contains: 


1,000 U.S.P. Units 
Thiamine Mononitrate 10 mg. 


536 Lake Shore Drive, 
Chicago 11, Illinois 


ht 
io support the healthy... to fortify the sick... P 
4 
Todine 0.15 mg. 

Tron. ............. 10mg. : 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims and unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification ol 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 
Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 
Jas. N. Brawner, M.D. Jas. N. Brawner, Jr., M.D. Abert F. BRawner, M.D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 
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Two useful drugs 
for your mental cases 


Clinical reports published in 1953 have confirmed the value of NICOTAL-G 
for mental depression and anxiety, and of NICOZOL for senile psychoses. 


NICOTAL-G | 


is a combination of nicotinic acid (vasodilator) 
and phenobarbital (sedative). With the com- 
bination of these two drugs Thompson and 
Proctor’ in 1953 reported definite improve- 
ment in a series of patients suffering from 
depressive and anxiety reactions. 


NICOZOL 


is a combination of pentylenetetrazol (analep- 
tic) and nicotinic acid (vasodilator). With the 
combination of these two drugs Levy? in 1953 
reported benefit in senile psychoses including 
mild memory defects, confusion, mental de- 
terioration and abnormal behavior. 


1. THOMPSON, L. J. AND PROCTOR, R. C.: 
North Carolina Medical Journal, Sept., 1953. 


2. LEVY, S.: 


Journal of the American Medical Association, Dec. 5, 1953. 


EXCLUSIVE PRODUCTS OF 


DRUG SPECIALTIES, Inc. 


NICOTAL-G Tablets (grooved) for mental 
depression and anxiety. Contain nicotinic acid 
100 mg. and phenobarbital 8 mg. Dosage: 
1/2 to 1 tablet (or a teaspoonful of the 
Elixir) t.i.d. according to dosage schedule. 


Each NICOZOL Capsule contains pentylene- 
tetrazol 100 mg. and nicotinic acid 50 mg. 
One teaspoonful of the Elixir equivalent to 
2 capsules. The recommended dose is 1 or 2 
capsules or 1 teaspoonful of the Elixir three 
times daily. 


| Drug Specialties, Inc. ] 
1 Winston-Salem 1, N. C. I 
Kindly send me complimentary sample | 
and professional literature. 
d professional 
1 © NICOTAL-G Tablets | 
apsules 

M.D. | 
| 
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Browne-M cHardy Clinic 
Diagnostic and Therapeutic 


@ Internal Medicine and 


Gastroenterology 
@ Surgery 
@ Gynecology and Obstetrics 
@ Radiology—X-ray and Growne- McHardy 


Radium therapy 

@ Laboratory and Research 
Departments 

@ Urology 

@ Endoscopy 

@ Otolaryngology -Ophthalmology 

@ Neuropsychiatry 

@ Hotel facilities available 


3636 ST. CHARLES AVENUE 


Phone TYler 2376 * New Orleans, La. 


HILL CREST SANITARIUM 
FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 

Thoroughly modern in architecture and construction. Eight departments——affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, over- 
looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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Friedman Diagnostic Clinic 


CoMPLETE DIAGNOstTIC SERVICE 
Internal Medicine — Diseases of the Chest — Pneumoconioses 


1906 Ninth Avenue South Phone 54-3324 Birmingham, Alabama 


In hypertension . 


No other rauwolfia product offers such. 


Tablets 0.25 mg. mg... 
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A safer tranqulilizer-antihypertensive 

A pure crystalline alkaloid of Rauwolfia serpentina 
of 
_ _Unvarying potency / Accuracy in dosage / Uniform results _ J 
CR 
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Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 
James P. King, M.D. 
Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
MANFRED CALL, II, M.D. A. STEPHENS GRAHAM, M.D. 
M. MORRIS PINCKNEY, M.D. CHARLES R. ROBINS, JR., M.D. 
ALEXANDER G. BROWN, III, M.D. CARRINGTON WILLIAMS, M.D. 
JOHN D. CALL, M.D. RICHARD A, MICHAUX, M.D. 
WYNDHAM B. BLANTON, JR., M.D. CARRINGTON WILLIAMS, JR., M.D. 
Obstetrics and Gynecology: Urological Surgery: 
WM. DURWOOD SUGGS, M.D. FRANK POLE, M.D. 
SPOTSWOOD ROBINS, M.D. Oral Surgery: 
EDWIN B. PARKINSON, M.D. GUY R. HARRISON, D.D5S. 
Orthopedics: Roentgenology and Radiology: 
BEVERLEY B. CLARY, M.D. FRED M. HODGES, M.D. 


L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 


Pediatrics: 
CHARLES P. MANGUM, M.D. 
EDWARD G. DAVIS, JR.. M.D. 


Physiotherapy: 
Ophthalmology, Otolaryngology: LIv E. LUND 
W. L. MASON, M.D. PEGGY ASHLEY 
Pathology: Plastic Surgery: 
REGENA BECK, M.D. HUNTER S. JACKSON, M.D. 


Director: 
CHARLES C. HOUGH 
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THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 


ESTABLISHED 1911 


WESTBROOK SANATORIUM | 


PAUL V. ANDERSON, M.D, 
eA. private psychiatric hospital em Staff 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- 


F R. SAUNDE 
sulin, psychotherapy, occupational and Associate 
recreational therapy—for nervous and THOMAS F. COATES, M.D. 
Associate 


mental disorders and problems of 
R. H. CRYTZER, Administrator 


addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


79 
Bi 4A 


su SOL THERN MEDICAL JOURNAL 


On every count upertor 
| | vitamin supplements for infants 


\ 
& Superior flavor pleasant “waste tested’? bh 
fe pted without coax 
4 Tr requir 
at ynd may t 


Superior miscibility 


a easily w blu ereal and t food 
f ul accur infa 
& Superior hypoallergenicity ad THN upply crystalline vitan 
a completely hypoal! ution. 


- q +, 
Te) | Tri-Vi-Sol 
Six ESSENTIAL VITAMINS FOR DROP DOSAGE VITAMINS A, 0 AND C FOR OROP DOSALE 
' Utama 
0 


DS Tramne |Macnamide 
ag 


POLY-VI-SOL 


TRI-VI-SOL 


May 1954 
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| MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, ee MEAD) 


controls hypertension 


(Protoveratrine A and B Maleates, Lilly) 


consistent, safe, 


reduces work-load on heart 


assayed chemically 
and biologically 


SUPPLIED AS: 


Tablets No. 1778, 0.5 mg., cross-scored to facili- 
tate accurate dosage. 


Adjusted to patient's need. 


May we send literature? 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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truly one of the worlds 


oulslanding therapeulic agents 


Chloromycetin 


(Chloramphenicol. Parke-Davis ) 


4.9 


The widespread and discerning use of a medici- 
nal product by physicians, in hospitals and in 
private homes—by day and by night, and in the 
treatment of patients of all ages—constitutes, we 
believe, the true proving ground which singles 
out and gives recognition to that product's place 


in the practice of medicine. 


More than 11,000,000 patients have been treated 
= with CHLOROMYCETIN. Today its vast “prov- 
+ ing ground” reaches out and extends into prac- 


tically every country of the civilized world. 


PARKE, DAVIS & COMPANY rs 4 = DETROIT 32, MICHIGAN 
- 
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